Digitized  by  the  Internet  Archive 
in  2017  with  funding  from 
University  of  Toronto 


https://archive.org/details/preventionofalcoOOmose 


PREVENTION  OF 
ALCOHOL-RELATED  PROBLEMS 


PREVENTION  OF 
ALCOHOL-RELATED  PROBLEMS 


An  International  Review 
of  Preventive  Measures, 
Policies  and  Programmes 


by 

Joy  Moser 

compiled  with  the  help  of  contributors  from  more 
than  80  countries  in  the  six  WHO  regions 


Published  on  behalf  of  the  World  Health  Organization 
by  the  Alcoholism  and  Drug  Addiction  Research  Foundation 
(WHO  Collaborating  Centre  for  Research  and  Training  on  Alcohol  and  Drug  Dependence  Problems) 


TORONTO,  CANADA 
1980 


Publications  of  the  World  Health  Organization  enjoy 
copyright  protection  in  accordance  with  the  provisions  of 
Protocol  2 of  the  Universal  Copyright  Convention. 

Nevertheless  governmental  agencies  or  learned  and 
professional  societies  may  reproduce  data  or  excerpts  or 
illustrations  from  them  without  requesting  an  authorization 
from  the  World  Health  Organization. 

For  rights  of  reproduction  in  English  or  translation  of  WHO 
publications  in  toto,  application  should  be  made  to  the 
Division  of  Editorial  and  Reference  Services,  World  Health 
Organization,  Geneva,  Switzerland.  The  World  Health 
Organization  welcomes  such  applications. 

The  designations  employed  and  the  presentation  of  the 
material  in  this  publication  do  not  imply  the  expression  of 
any  opinion  whatsoever  on  the  part  of  the  Director-General 
of  the  World  Health  Organization  concerning  the  legal  status 
of  any  country  or  territory  or  of  its  authorities,  or  concerning  • 
the  delimitation  of  its  frontiers. 


ISBN  # 0-88868-038-4 


Copyright®  1980  World  Health  Organization 

English  edition  copyright®  1980  Alcoholism  and  Drug  Addiction  Research  Foundation,  Toronto. 
Printed  in  Canada 


IV 


Contents 


List  of  tables  vi 

Foreword  vii 

Acknowledgements  ix 

Introduction  xi 


1. 

3- 


y 6. 

7- 

8. 

9- 


10. 


Feasibility  of  preventive  action 

Preventive  policies:  local,  national  and  international 

Alcohol  availability,  levels  of  consumption  and  problems: 
IMPLICATIONS  for  PREVENTION 

Legal,  administrative  and  price  controls  and  their  impact 

Sociocultural,  sociodemographic  and  individual  factors  related  to 
ALCOHOL  PROBLEMS:  IDENTIFICATION  OF  HIGH  RISK  GROUPS  AND  INDIVIDUALS 

Sociocultural  and  economic  change  in  relation  to  alcohol  problems 

Information,  education  and  motivation 

Prevention  in  specific  contexts:  health,  family,  traffic,  occupation 
Monitoring  alcohol-related  problems  and  assessing  preventive  action 
Development  of  programmes  for  prevention  of  alcohol-related  problems 


Annex  1.  List  of  respondents  and  collaborators 

Annex  2.  WHO  outline  for  profile  of  policy  and  programmes 
for  prevention  of  alcohol-related  problems 
(at  national  or  sub-national  level) 


13 

39 

95 

159 

171 

205 

(5^ 

^9 

263 


270 


List  of  Tables 


1.  National  bodies  involved  in  establishing  prevention  policies  and 

programmes  24 

2.  Global  and  continental  production  of  wine,  beer  and  distilled 

alcoholic  beverages,  1960  and  1972,  in  millions  of  litres  52 

3.  Per  capita  consumption  of  alcoholic  beverages  as  litres  100%  ethanol 

in  26  countries,  1950,  1960,  1970  and  1976,  with  total  and  average  annual 
percentage  changes  53 

4.  Alcohol  consumption  in  a number  of  countries,  1960,  1970  and  1976 

per  capita,  15  years  and  older,  in  litres  of  100%  ethanol  54 

5.  Estimate  of  numbers  of  "drinkers",  "heavy  drinkers"  and  "alcoholics" 

per  1000  total  or  specified  population  surveyed  in  various  countries  55 

6.  Admissions,  to  hospitals  or  psychiatric  units,  with  diagnoses  of  alcoholism 

and  alcoholic  psychosis  71 


7.  Mortality  from  cirrhosis  of  the  liver  in  26  countries  with  complete  data 
for  period  1955-1959  and  for  1971  and  1974,  rate  per  100  000 

population,  by  sex  77 

8.  Mortality  from  cirrhosis  of  the  liver,  rate  per  100  000  population, 

total  and  by  sex,  and  percentage  of  all  causes  of  death  78 

9.  Regulations  on  permissible  times  of  alcohol  sales  116 

10.  Age  limit  for  purchase  and  consumption  of  alcoholic  beverages  119 

11.  Restrictions  on  advertising  122 

12.  Drinking  patterns  and  alcohol-related  problems  among  young  people: 

survey  findings  ^^5 

13.  National  and  local  bodies  concerned  with  public  and  professional 

information  on  alcohol-related  problems  184 

14.  School  programmes  on  alcohol-related  problems  193 

15.  Professional  training  on  alcohol-related  problems  197 

16.  Permissible  blood  alcohol  content  (BAG)  for  drivers,  permissible 

testing  and  penalization  223 

17.  Organizations  and  other  bodies  concerned  with  prevention  of  traffic  accidents  ^ 

(with  particular  reference  to  alcohol  use)  229 / 


18.  Programmes  concerned  with  alcohol-related  problems  in  industry 


233 


VI 


Foreword 


by 

Dr  T.A.  Lambo 

Deputy  Director-General,  World  Health  Organization 


The  publication  of  this  review  is  most  timely. 

Recent  discussions  during  the  WHO  Executive  Board  and  the  World  Health 
Assembly  - which  brought  together  delegates  from  150  Member  States  - have  shown  the 
widespread  harm  resulting  from  increasing  consumption  of  alcohol  in  many  parts  of  the 
world.  Evidence  suggests  that  alcohol-related  problems  may  even  constitute  an  impor- 
tant obstacle  to  socioeconomic  development  and  will  threaten  to  overwhelm  the  health 
services  unless  appropriate  measures  are  taken.  A resolution  passed  by  the  Health 
Assembly  in  1979  recognized  that  problems  related  to  alcohol  rank  among  the  world's 
major  public  health  problems.  It  urged  Member  States  to  take  all  appropriate  measures 
to  reduce  the  consumption  of  alcohol,  to  develop  intensive  preventive  programmes,  and 
to  undertake  additional  measures  for  the  management  of  such  problems  as  may  arise  in 
relation  to  alcohol  consumption. 

This  review  has  been  prepared  to  facilitate  the  formulation  and  implementa- 
tion of  policies,  strategies  and  plans  of  action.  It  sets  out  detailed  information  on  the  ex- 
tent and  nature  of  alcohol  problems,  on  the  range  of  preventive  possibilities,  and  on  the 
relevant  policies  and  programmes  embarked  upon  in  a large  number  of  countries.  The 
material  has  been  obtained  not  only  by  careful  examination  of  the  extensive  literature 
available,  but  also  by  direct  contact  with  people  in  more  than  80  countries  who  are  con- 
cerned with  these  problems.  Many  of  these  people  were  also  called  upon  to  make  addi- 
tions and  amendments  to  preliminary  drafts  of  the  document,  thus  making  it  an  interna- 
tional review.  Furthermore,  descriptions  are  given  in  the  text  of  coordinating 
mechanisms  already  established  in  some  countries  which  may  provide  useful  examples 
for  other  countries  embarking  on  policy  and  programme  development. 

Alcohol  problems  and  their  prevention  cannot  be  viewed  in  isolation.  Their  com- 
plexity demands  consideration  not  only  of  the  health,  welfare,  moral,  educational  and 
economic  aspects,  but  also  of  their  combined  implications  in  the  development  of  the  in- 
dividual, in  the  community  and  at  the  international  level.  A wide  variety  of  skills  and 
interests  are  therefore  required  in  the  relevant  planning  and  programmes. 

In  the  World  Health  Organization,  alcohol  problems  fall  within  the  overall  pro- 
gramme on  mental  health,  which  also  includes  psychosocial  factors  in  health  and 
disease.  However,  in  view  of  the  broad  repercussions  of  alcohol  problems,  this  pro- 
gramme has  important  links  with  programmes  on  cancer,  cardiovascular  diseases, 
maternal  and  child  health,  occupational  health  and  traffic  accidents  as  well  as  with  pro- 
grammes on  the  strengthening  of  health  services,  health  education  and  health  manpower 
development. 

The  Organization's  endeavours  are  increasingly  focussed  on  collaboration  with 
Member  States  in  the  development  of  country-wide  health  programmes.  A move  to 
establish  well  formulated  programmes  dealing  with  alcohol  problems  within  this  wider 
framework  has  been  made  in  several  parts  of  the  world.  However,  in  addition  to  the 
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health  and  social  aspects  of  alcohol  problems,  there  are  important  economic  and 
political  implications.  These  will  have  to  be  taken  into  consideration  in  the  development 
of  policies  and  programmes  at  the  national  level,  at  the  regional  level  (e.g.  by  trade 
agreements),  and  at  the  international  level.  It  is  evident  that  there  is  an  increasing  need 
for  closer  collaboration  between  international  bodies  in  measures  being  taken  to  reduce 
the  consumption  of  alcohol. 

Widespread  interest  has  been  shown  during  the  preparation  of  this  review  and 
assurance  given  of  the  feasibility  of  reducing  the  prevalence,  duration  and  severity  of 
alcohol-related  problems.  Once  there  is  evidence  of  political  will  to  take  action,  the 
Organization  will  support  governments  in  their  efforts  to  deal  with  these  problems^ 


Geneva,  September  1979 
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Introduction 


WHO  Project  on  Prevention  of  Alcohol-related  Problems^ 

Background  and  Definitions 

The  WHO  Project  on  Prevention  of  Alcohol-related  Problems  was  initiated  in  response 
to  widespread  concern  expressed  by  member  states  of  WHO.  A resolution  passed  at  the  Twenty- 
Eighth  World  Health  Assembly  in  1975,  for  example,  requested  the  Director-General  "to  direct 
special  attention  in  the  future  programme  of  WHO  to  the  extent  and  seriousness  of  the  in- 
dividual, public  health  and  social  problems  associated  with  the  current  use  of  alcohol  in  many 
countries  of  the  world  and  the  trend  toward  higher  levels  of  consumption";  and  "to  study  in 
depth,  on  the  basis  of  such  information,  what  measures  could  be  taken  in  order  to  control  the  in- 
crease in  alcohol  consumption  involving  danger  to  public  health".^ 

Considerable  emphasis  has  been  given  during  recent  World  Health  Assembly  discussions 
to  the  psychosocial  aspects  of  health  problems^,  particularly  in  relation  to  technological  develop- 
ment. From  some  recent  studies  it  would  appear  that  trends  in  the  extent  of  alcohol-related  pro- 
blems may  be  indicative  of  more  widespread  psychosocial  disturbance  accompanying  rapid 
technological  change. 

It  has  been  argued  that  only  a minority  of  consumers  are  adversely  affected  by  alcoholic 
beverages  and  much  pessimism  had  been  expressed  about  prevention  of  "alcoholism".  In  con- 
sidering prevention  of  alcohol-related  problems,  however,  the  intention  was  to  deal  with  a much 
broader  field,  covering  not  only  the  acute  and  long-term  disabling  effects  of  heavy  consumption 
on  the  individual,  but  also  the  social  consequences  to  himself,  his  family  and  the  immediate  en- 
vironment, and  the  community  in  general. 

The  World  Health  Organization  has  devoted  much  attention  to  questions  of  disability 
prevention  in  recent  years  because  the  concept  opens  up  possibilities  of  reducing  the  social 
burden  in  areas  where  the  impact  of  preventive  efforts  directed  at  a "disease"  process  is  likely  to 
be  relatively  unrewarding.  Thus,  in  a WHO  document"*  prepared  for  the  Twenty-Ninth  World 
Health  Assembly,  1976,  the  consequences  of  disability  are  subdivided  into  three  areas: 

Individual  consequences:  Decrease  of  independence,  mobility,  leisure  activities,  social  in- 
tegration, economic  viability,  etc. 

Family  consequences:  Need  for  care,  disturbed  social  relationships,  economic  burden, 

etc. 

Society  consequences:  Demand  for  care,  loss  of  productivity,  disturbed  social  integra- 
tion, etc. 

In  this  project,  therefore,  the  term  "prevention"  has  been  taken  to  imply  reduction  of  not 
only  the  incidence  but  also  the  severity,  duration  and  consequences  of  disabilities.  In  considering 
the  consequences  of  disability,  it  becomes  apparent  that  there  are  important  possibilities  of 
reducing  the  impact  of  the  drinker's  disabilities  on  his  family  and  the  wider  community.  The  pro- 
ject has,  therefore,  come  to  be  seen  as  concerned  with  the  prevention  of  the  wide  range  of 
alcohol-related  problems  which  include  but  are  not  confined  to  the  disabilities  of  the  individual 
drinker. 

1 Originally  termed  WHO  Project  on  Prevention  of  Alcohol-related  Disabilities 

2 WHO  Official  Records  No.  226,  1975,  p.48  (resolution  WHA  28.81) 

3 See  e.g.  WHO  Official  Records  No.  223,  1976,  p.lO  (resolution  WHA  29.21) 

4 Document  A2/INF.  Doc. /I,  1976 
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Objectives  of  Project 


In  the  light  of  the  above  considerations,  the  following  list  of  objectives  for  the  project 

was  agreed  upon: 

1.  to  stimulate  widespread  critical  scrutiny  of  measures,  policies  and  programmes  aimed  at, 
or  of  possible  value  for,  preventing  alcohol-related  problems; 

2.  to  review  such  preventive  activities  on  a national  and  international  level  and  to  assess 
their  impact,  both  currently  and  in  an  historical  perspective,  within  the  relevant  social, 
cultural  and  economic  contexts; 

3.  to  propose  methods  of  monitoring  and  assessing  preventive  activities  at  both  national 
and  local  levels. 


Previous  Relevant  WHO  Activities 

The  Organization  has  had  a long-standing  interest  in  alcohol  problems  dating  from  early 
1950s,  when  E.M.  Jellinek,  as  a WHO  consultant,  promoted  international  interest  in  the 
approach  to  alcoholism  as  a disease  and  social  problem  and  the  implications  for  prevention  and 
treatment.  This  was  done  by  convening  a series  of  expert  committee  meetings^  and  by  organizing 
seminars,  particularly  in  the  European  and  American  regions.  During  the  1960s  and  70s  con- 
siderable attention  was  given  to  the  relations  between  alcohol  and  other  drug  dependence  pro- 
blems^. In  an  attempt  to  stimulate  countries  to  study  the  size  and  nature  of  these  problems  and 
the  way  they  were  being  met,  inter-regional  seminars  were  held  in  1971  and  1972  (reviewed  in 
Moser,  1974)  followed  up  in  the  WHO  European  Region  by  a review  of  the  situation  in  eight 
countries  (Ozarin,  1974),  by  a symposium  on  the  organization  of  services  (WHO/EURO  1976) 
and  by  a conference  on  public  health  aspects  of  alcohol  and  drug  dependence  (WHO/EURO 
1979);  in  the  Region  of  the  Americas,  a training  course  on  alcoholism  was  held  in  February,  1973, 
in  San  Jose,  Costa  Rica,  for  health  and  social  workers  from  12  Central  and  South  American 
countries;  in  the  Western  Pacific  Region  a questionnaire  survey  was  carried  out  among  the 
member  countries  (WHO/WPRO,  1976). 

Of  particular  value  for  the  present  project  has  been  the  work  done  between  1973  and 
1975  in  connection  with  the  WHO  project  on  Criteria  for  Identifying  and  Classifying  Disabilities 
Related  to  Alcohol  Consumption.  One  outcome  was  a publication  (Edwards  et  al.,  1977)  con- 
taining the  report  of  a group  of  investigators,  as  well  as  a lexicon  of  disablements  related  to 
alcohol  consumption,  and  the  reviews  specially  prepared  for  the  project  on  psychobiological 
contributions  to  the  alcohol  dependence  syndrome;  measurement  and  distribution  of  drinking 
patterns  and  problems  in  general  population;  screening  and  early  detection  instruments  for 
disabilities  related  to  alcohol  consumption;  and  legislation  and  social  security  programmes  con- 
cerning alcohol-related  disabilities. 


Project  Development 

With  the  generous  financial  and  technical  assistance  of  the  US  National  Institute  on 
Alcohol  Abuse  and  Alcoholism  (NIAAA)  it  became  possible  to  launch  this  project  in  October 
1976. 


1 See  WHO  Technical  Report  Series:  No.  42,  1951;  No.  48,  1952;  No.  84,  1954;  No.  94,  1955 

2 See  WHO  Technical  Report  Series:  No.  363,  1967;  No.  551,  1974 
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The  first  phase  was  the  international  collection  of  available  information  on  preventive 
measures,  policies  and  programmes  and  their  evaluation.  As  a basis  for  search,  a draft  list  was 
drawn  up  of  types  of  preventive  action.  Published  material  was  combed,  the  most  useful  sources 
of  information  proving  to  be  materials  collected  over  many  years  in  WHO,  including  WHO 
publications  and  reports  of  meetings;  the  Classified  Abstract  Archive  of  the  Alcohol  Literature; 
the  National  Clearinghouse  for  Alcohol  Information  (NCALI);  the  Social  Research  Group, 
University  of  California;  the  Addiction  Research  Foundation,  Toronto;  the  Non-Medical  Use  of 
Drugs  Directorate,  Ottawa;  the  Addiction  Research  Unit,  London;  the  Finnish  Foundation  for 
Alcohol  Studies  and  the  Social  Research  Institute  for  Alcohol  Studies,  Finland;  and  the  con- 
ference reports  and  newsletters  of  the  International  Council  on  Alcohol  and  Addictions. 

While  this  phase  of  the  work  was  continuing,  a letter  explaining  the  project,  together 
with  a copy  of  the  draft  list  of  preventive  measures,  programmes  and  policies  and  a request  for 
easily  available  information  of  national  relevance,  was  widely  circulated.  The  recipients  were 
persons  who  had  already  collaborated  with  WHO  in  activities  concerning  alcohol-related  pro- 
blems, and  governments  of  selected  member  states  contacted  through  WHO  Regional  Offices. 

A considerable  volume  of  information  was  collected  by  early  1977  for  the  preparation  of 
a first  draft  review,  which  was  circulated  to  respondents  for  amendment.  In  the  light  of  com- 
ments received  and  much  additional  information  collected,  the  review  was  amended  and  en- 
larged. This  process  was  repeated  twice,  each  new  draft  serving  as  a basis  for  discussion  during 
meetings  in  different  parts  of  the  world,  thus  implementing  the  first  objective  of  the  project:  "to 
stimulate  widespread  critical  scrutiny  . . . ." 

A First  Working  Group  Meeting  on  Prevention  of  Alcohol-related  Disabilities  was  held 
from  17-21  October  1977  in  Mexico  City.  This  site  was  chosen  to  facilitate  collaboration  with  the 
Region  of  the  Americas  and  the  working  group  for  the  closely  related  WHO  project  on  Com- 
munity Response  to  Alcohol-related  Problems  (which  had  met  in  Mexico,  one  of  the  three  main 
study  areas,  during  the  preceding  week).  In  1978,  the  third  draft  was  discussed  during  a 
WHO/European  Conference  on  Public  Health  Aspects  of  Alcohol  and  Drug  Dependence  in 
Dubrovnik,  Yugoslavia,  in  August;  at  a meeting  on  the  Community  Response  Project,  in 
Lusaka,  Zambia,  in  October;  at  a small  Prevention  Project  meeting  in  New  Delhi,  India,  in  Oc- 
tober, for  participants  from  the  South-East  Asia  Region;  and  at  a session  of  a psychiatric  con- 
gress in  Singapore  in  October  with  participants  from  both  the  South-East  Asia  and  the  Western- 
Pacific  Regions.  A considerably  expanded  fourth  draft  served  to  stimulate  further  interest  in  the 
topic  among  participants  from  the  African  and  Eastern  Mediterranean  Regions  at  the  Second 
Working  Group  Meeting  on  the  Prevention  of  Alcohol-related  Problems  held  in  the  WHO 
Regional  Office  for  Africa,  Brazzaville  in  March  1979.  Thus  all  six  WHO  Regions  and  a con- 
tinually widening  network  of  collaborators  were  involved  in  the  project  and  the  production  of 
this  final  review.  Their  names  are  listed  in  Annex  1. 
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FEASIBILITY  OF  PREVENTIVE  ACTION 


1.1  Questions  about  Prevention 

Before  embarking  on  a detailed  consideration  of  the  prevention  of  alcohol-related 
problems,  a number  of  simple  questions  had  to  be  faced.  These  same  questions  will  confront 
any  government  or  local  authority  wishing  to  set  up  relevant  preventive  programmes.  They 
can  be  summarized  as  follows  — Prevent:  what?  why?  why  now?  among  whom?  how?  how 
far?  how  do  you  know?  is  it  better  not  to  try? 

Each  of  these  questions  will  be  considered  briefly  in  an  international  context. 


What  is  To  Be  Prevented? 

A number  of  conferences,  articles  and  programmes  are  devoted  to  the  prevention  of 
"alcoholism".  However,  there  is  very  little  agreement  as  to  the  significance  of  this  term.  The  so- 
called  WHO  definition,  frequently  quoted,  is  taken  from  a report  of  a WHO  Expert  Committee 
(1951)  stating  that  the  Alcoholism  Sub-Committee  uses  the  term  alcoholism  "to  signify  any 
form  of  drinking  which  in  its  extent  goes  beyond  the  traditional  and  customary  'dietary'  use,  or 
the  ordinary  compliance  with  the  social  drinking  customs  of  the  whole  community  concerned, 
irrespective  of  the  etiological  factors  leading  to  such  behaviour  and  irrespective  also  of  the  ex- 
tent to  which  such  etiological  factors  are  dependent  upon  heredity,  constitution  or 
acquired  physiopathological  and  metabolic  influence".  Yet,  in  a second  report  (WHO,  1952) 
the  Sub-Committee  considers  it  more  appropriate  to  use  the  preceding  definition  to  define  the 
term  "excessive  drinking",  and  a further  definition  is  given,  as  follows:  "Alcoholics  are  those 
excessive  drinkers  whose  dependence  upon  alcohol  has  attained  such  a degree  that  it  shows  a 
noticeable  mental  disturbance  or  an  interference  with  their  bodily  and  mental  health,  their 
inter-personal  relations,  and  their  smooth  social  and  economic  functioning  : or  who  show  the 
prodromal  signs  of  such  developments.  They  therefore  require  treatment". 

Other  expert  committees  have  seen  alcoholism  in  a perspective  of  dependence  on 
drugs,  noting  that  the  characteristics  of  the  dependence  vary  greatly  from  one  group  of 
substances  to  another.  Drug  dependence  is  defined  as  "A  state,  psychic  and  sometimes  also 
physical,  resulting  from  the  interaction  between  a living  organism  and  a drug,  characterized  by 
behavioural  and  other  responses  that  always  include  a compulsion  to  take  the  drug  on  a con- 
tinuous or  periodic  basis  in  order  to  experience  its  psychic  effects,  and  sometimes  to  avoid  the 
discomfort  of  its  absence.  Tolerance  may  or  may  not  be  present.  A person  may  be  dependent 
on  more  than  one  drug"  (WHO,  1969). 

More  recently  the  term  "alcohol  dependence  syndrome"  has  come  to  be  favoured  for 
scientific  use.  The  concept  is  summarized  in  the  report  of  a WHO  Group  of  Investigators  (Ed- 
wards et  al.,  1977)  as  follows: 

“The  alcohol  dependence  syndrome  is  manifested  by  alterations  at  the  behavioural, 
subjective,  and  psychobiological  levels  with,  as  a leading  symptom,  an  impaired  con- 
trol over  intake  of  the  drug  ethyl  alcohol.  The  alcohol  dependence  syndrome  exists  in 
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degrees.  Its  varied  manifestations  are  influenced  by  modifying  personal  and  environ- 
mental factors  so  as  to  give  many  different  presentations.  The  alcohol  dependence  syn- 
drome may  usefully  be  viewed  as  one  particular  variety  of  alcohol-related  disability:  it 
is  a disability  which  predicates  that  the  likelihood  of  drinking  behaviour  in  an  indi- 
vidual that  ensues  from  his  alcohol  dependence  is  determined  by  the  general  context  of 
his  health  and  ill-health:  processes  of  interaction  have  to  be  gauged.  The  fact  that  an 
individual  is  alcohol  dependent  implies  a probably  impaired  responsiveness  of  his 
behaviour  to  social  control.  Not  all  people  manifesting  alcohol-related  disabilities  are 
alcohol  dependent.  The  role  of  gross  alcohol  consumption  in  increasing  the  risk  should 
therefore  be  considered,  especially  in  the  light  of  its  implications  for  possible  social  as 
well  as  individual  preventive  measures". 

This  term,  which  has  also  been  discussed  in  a publication  by  two  of  the  participants  in 
the  above  group  (Edwards  & Gross,  1976),  has  now  been  incorporated  into  the  ninth  revision 
of  the  International  Classification  of  Diseases  where  it  replaces  the  term  "alcoholism"  (WHO, 
1977). 


The  report  of  the  group  of  investigators  stresses  that  "not  every  individual  who  experi- 
ences impairment  or  disability  related  to  alcohol  consumption  will  be  suffering  from  alcohol 
dependence".  In  fact,  there  are  many  other  consequences  of  heavy  alcohol  consumption  that 
have  a greater  impact  on  public  health  and  welfare,  and  here  a distinction  should  be  drawn  be- 
tween, on  the  one  hand,  the  disabilities  and  other  problems  more  directly  affecting  the  person 
who  drinks  and,  on  the  other  hand,  the  repercussions  of  the  drinking-related  problems  on  the 
family  and  society  in  general.  As  pointed  out  by  the  WHO  group,  it  is  normally  not  possible  to 
clearly  define  the  role  of  alcohol  in  the  causation  and  continuation  of  these  problems.  Rather, 
they  should  be  seen  in  the  perspective  of  the  public  health  model  of  complex  interaction  be- 
tween agent  (ethanol),  host  (drinker)  and  environment  (physical,  mental  and  sociocultural)  as 
sketched  in  figure  1. 


Figure  i. 

Alcohol-related  Problems:  Interactions 

\ 

ethanol  (agent) 

It 

INDIVIDUAL  DRINKER  (hOST) 

PHYSICAL,  MENTAL  AND  SOCIOCULTURAL  SETTING: 
FAMILY  AND  GENERAL  COMMUNITY  (ENVIRONMENT) 
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With  this  model  in  mind,  some  of  the  possible  physical,  mental  and  social  problems  for 
the  individual,  his  family  and  the  community  in  general  might  be  summarized  as  in  figures  2,  3 
and  4. 


Figure  2. 


Alcohol-related  Problems:  for  the  Drinker 

Consequences  of  acute  episode  of  heavy  drinking: 
short-term  impairment  of  functioning  and  control: 

AGGRESSIVENESS,  ACCIDENTS;  EXPOSURE  TO  CLIMATIC  CON- 
DITIONS: PHYSICAL  DISORDERS;  ARREST  FOR  DRUNKENNESS 

Consequences  of  prolonged  heavy  drinking:  liver  cir- 
rhosis, AGGRAVATION  OF  OTHER  PHYSICAL  DISORDERS, 
MALNUTRITION,  PROLONGED  IMPAIRMENT  OF  FUNCTIONING 
AND  CONTROL,  ACCIDENTS,  IMPAIRMENT  OF  WORKING 
capacity,  ALCOHOL  DEPENDENCE  SYNDROME,  ALCOHOLIC 
PSYCHOSIS 

Possible  concomitants:  loss  of  friends,  family, 

HEALTH,  SELF-ESTEEM,  JOB,  MEANS  OF  SUPPORT,  LIBERTY 


As  outlined  in  figure  2,  the  individual  may  be  affected  by  a whole  series  of  problems 
related  to  his  alcohol  consumption  while  not  necessarily  suffering  from  the  alcohol  dependence 
syndrome. 

Again,  in  considering  figure  3,  it  has  to  be  remembered  that  although  the  heavy 
drinker  may  at  times  be  held  largely  responsible  for  some  of  the  listed  repercussions  on  the 
family,  there  are  likely  to  be  additional  causes  and  the  repercussions  may  act  in  the  opposite 
direction:  the  family  problems  may  cause  the  drinking. 


Figure  3. 


Alcohol-related  Problems:  for  the  Drinker's  Family 

FAMILY  DISRUPTION 

FOETAL  DAMAGE  FROM 

MARITAL  DISCORD 

MATERNAL  DRINKING 
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CHILD  NEGLECT 
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CHILD  DEVELOPMENT 

DRINKER 

PROBLEMS 

MENTAL  DISORDER 

SCHOOL  DROPOUT 

POVERTY 

JUVENILE  DRINKING  AND 

DELINQUENCY 
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As  pointed  out  by  Makela  (1975),  a study  of  the  statistical  evidence  reveals 
that  a major  proportion  of  the  events  recorded  as  connected  with  single  drinking  occasions  are 
related  to  a rather  small  group  of  heavy  drinkers.  He  refers  to  the  substantial  share  of  cases  of 
drunken  driving  among  labelled  "alcoholics",  the  relatively  small  group  of  persons  accounting 
for  the  large  number  of  arrests  for  drunkenness  and  the  high  contribution  of  known 
"alcoholics"  to  unauthorized  absenteeism  from  work.  Such  evidence  has  led  some  to  conclude 
that  preventive  efforts  should  concentrate  on  identifying  and  treating  the  "alcoholic".  Yet,  as 
Makela  goes  on  to  argue,  there  are  serious  doubts  as  to  how  far  alcoholism  can  be  considered  a 
progressive  disease.  Moreover,  "boisterous  drinking"  by  young  males  at  one  period  is  not 
necessarily  predictive  of  "problem  drinking"  later,  as  shown  by  Cahalan  & Room  (1974).  The 
cutting  point  between  normal  drinkers  and  "alcoholics"  is  unclear. 

The  problems  listed  in  figure  4 are  likely  to  lay  a heavy  burden  on  the  community 
where  high  levels  of  alcohol  consumption  are  widespread.  In  attempting  to  diminish  such  prob- 
lems, it  may  be  necessary  to  rely  on  general  preventive  measures  rather  than  on  measures 
directed  specifically  at  individuals.  On  the  other  hand,  it  may  be  necessary  to  look  more  closely 
at  the  high  risk  for  the  community  when  many  lives  may  be  affected  by  the  judgement  (and 
actions)  of  an  individual  drinker  — the  plane  pilot,  the  surgeon,  the  highly  placed  official,  for 
example.  The  object  of  prevention  here  will  not  necessarily  be  "alcoholism"  or  the  alcohol 
dependence  syndrome,  but  merely  drinking  inappropriately,  or  in  an  inappropriate  situation. 

Figure  4. 


Alcohol-related  Problems:  for  General  Community 

EFFECTS  ON  PUBLIC  ORDER  OUTPUT  LOSSES 
OBNOXIOUS  BEHAVIOUR  E.G.  ON  FARM 
VIOLENCE  IN  FACTORY 

PROPERTY  DAMAGE  ADMINISTRATIVE 

VICTIMS  OF  DRINKER-  INEFFICIENCY 

CAUSED  ACCIDENTS  LOSS  OF  SKILLED 

MANPOWER  AND  ECONOMIC  MANPOWER 

COSTS  OF  SERVICES  (PREMATURE  DEATH) 

(health,  welfare, 

LAW  enforcement)  FOR:  DRINKER, 

FAMILY,  AFFECTED  OTHERS 


In  conclusion  then,  the  response  to  the  question  of  what  to  prevent,  in  relation  to  the 
establishment  of  national  or  local  programmes,  may  well  be:  seek  to  prevent  the  alcohol- 
related  problems  with  the  most  widespread,  serious  and  long-lasting  impact  on  the  community 
concerned. 

Why  are  Prevention  Programmes  Urgently  Needed? 

Many  governments  have  expressed  concern  about  recent  increases  in  alcohol  consump- 
tion and  alcohol-related  problems  as  evidenced  by  the  World  Health  Assembly  resolution  cited 
in  the  introduction.  During  the  12  years  1960-1972,  the  recorded  world  production  of  wine  in- 
creased by  19%,  of  spirits  (as  100%  ethanol)  by  61%  and  of  beer  by  68%.  Increases  of 
100% -500%  in  per  capita  consumption  of  alcoholic  beverages  (in  terms  of  100%  alcohol)  have 
been  recorded  for  several  countries  between  1950  and  1975.  It  is  apparent,  despite  the  limita- 
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tions  of  available  information,  that  concurrently  important  increases  in  indicators  of  alcohol- 
related  problems  have  occurred  in  many  parts  of  the  world.  Rates  of  deaths  from  cirrhosis  of 
the  liver  follow  the  rising  consumption  trends  in  most  cases.  Hospital  admission  rates  for 
alcoholism  and  alcoholic  psychosis  have  increased  rapidly  in  several  countries  resulting  in 
overburdening  of  health  services.  Although  there  have  been  recent  changes  in  legislation  con- 
cerning arrests  for  public  drunkenness,  rates  are  still  rising  in  some  areas.  Accidents  are  a major 
cause  of  death  and  injury  in  most  countries  and  excessive  alcohol  consumption  is  heavily  in- 
criminated as  a primary  or  contributory  factor  particularly  in  traffic  accidents.  In  some  areas, 
new  problems  are  posed  by  increasing  occurrence  of  heavy  consumption  among  young  people, 
women  and  trained  personnel  in  responsible  positions. 

For  example,  Orford  & Edwards  (1977)  show  that,  in  England  and  Wales,  national 
health  service  hospital  admissions  with  a primary  or  secondary  diagnosis  of  alcoholism  or 
alcoholic  psychosis  increased  twenty  fold  in  25  years  (1949  to  1974);  during  almost  the  same 
period  (1950-1974)  drunkenness  arrests  more  than  doubled  and  there  was  a 70%  increase  in  cir- 
rhosis deaths.  In  Australia,  from  1965  to  1976,  per  capita  consumption  of  beer  increased  by 
27%,  of  wine  by  122%  and  of  spirits  by  50%,  and  deaths  from  cirrhosis  of  the  liver  rose  by 
75%  over  the  same  period;  20%  of  all  hospital  beds  are  now  occupied  by  persons  suffering 
from  the  adverse  effects  of  alcohol  (Australia,  Senate  Standing  Committee  on  Social  Welfare, 
1977).  These  changes  have  not  been  confined  to  industrialized  countries.  Considerable  in- 
creases in  alcohol  consumption  and  related  problems  have  been  noted  also  in  a number  of 
countries  undergoing  rapid  sociocultural  and  economic  change.  In  Zambia,  for  example, 
Haworth  (1976)  reports  that  alcohol  consumption  increased  considerably  after  the  advent  of 
Independence  in  1964,  when  restrictive  and  discriminatory  measures  concerning  availability 
were  removed.  There  appear  to  have  been  considerable  increases  in  alcohol-related  road  acci- 
dents. A study  of  autopsies  in  Lusaka,  1974-1975,  revealed  that  27%  of  road  accident  victims 
had  levels  above  0.8  g ethanol  per  1000  g blood  (Patel  & Bhagwat,  1976).  Satkunanayagam 
(1978)  estimated  that  in  Sri  Lanka  the  per  capita  consumption  (in  litres  100%  ethanol)  for 
males  aged  15  years  and  over  almost  doubled  between  1950  and  1974.  A survey  (Wijesinghe  et 
al.,  1978)  showed  a prevalence  rate  for  excessive  drinking  (more  than  65  ml  of  100%  ethanol, 
about  a quarter  of  a bottle  of  spirits,  three  days  a week  for  at  least  six  months  over  two  years) 
of  2.7%  among  males  aged  15  years  and  over.  In  the  Sudan,  beer  production  was  8.6  million 
litres  in  1973/74  and  expected  to  increase  to  17  million  in  1975/76  with  the  opening  of  new 
breweries.  Police  records  showed  that  86%  of  traffic  accidents  in  1978  involved  alcohol  (El 
Baghir  Salih,  1979).  According  to  Millan  et  al.  (1978),  massive  increases  in  importation  of 
alcoholic  beverages  have  occurred  in  Venezuela  in  recent  years:  whisky  imports,  for  example, 
increased  from  0.3  million  litres  in  1945  to  13  million  in  1976,  and  the  total  value  of  imports  of 
alcoholic  beverages  rose  from  $17  million  in  1970  to  $60  million  in  1975.  At  the  same  time,  beer 
production  doubled  between  1970  and  1976  and  increased  a further  21%  in  the  following  year. 
Traffic  accidents  were  the  leading  cause  of  death  in  Venezuela  in  1978  and  excessive  alcohol 
consumption  was  considered  to  be  the  main  contributing  factor  in  50%  of  the  accidents. 

In  a few  countries  there  is  evidence  of  slight  declines  in  per  capita  consumption  of 
alcoholic  beverages  in  recent  years.  For  the  population  aged  15  years  and  older,  the  average  an- 
nual change  in  France  was  -1%  for  1960-1970  and  -2%  for  1970  and  1976;  for  Italy,  another 
country  with  high  consumption,  the  relevant  annual  change  was  -3%  for  1970-1976,  and  for 
Switzerland,  -2%  (see  table  4).  At  the  same  time,  despite  increases  in  numbers  of  cars  on  the 
road,  several  countries  have  shown  decreases  in  rates  of  traffic  accidents  (e.g.  Australia).  This 
may  be  a result  of  vigorous  prevention  campaigns,  although  the  alternative  possibility  is  that 
lowered  consumption  may  have  resulted  from  declines  in  income. 

Information  from  a variety  of  sources  on  levels  of  alcohol-related  problems  has  been 
brought  together  and  reviewed  in  section  3.3  and  further  details  are  becoming  available  from 
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the  profiles.  Unfortunately,  the  available  information  is  limited  and  not  necessarily  very 
reliable.  Moreover,  there  is  little  international  agreement  about  the  definition  of  terms  used  or 
methods  of  measurement  of  extent  of  problems.  Taken  together,  though,  the  available  data 
provide  impressive  indications  that  alcohol-related  problems  are  of  considerable  public  health 
importance  in  many  countries.  In  fact,  a number  of  governments  have  listed  them  among  the 
most  important  public  health  problems  to  be  dealt  with. 

In  some  populations,  such  as  those  strongly  influenced  by  Islamic  precepts,  alcohol 
problems  may  not  constitute  a significant  burden:  yet  indications  of  change  in  the  situation 
have  alerted  authorities  to  the  need  to  strengthen  resistance  to  the  processes  that  are  leading  to 
massive  problems  elsewhere.  Section  6 gives  special  attention  to  the  vulnerability  of  popula- 
tions undergoing  rapid  sociocultural  and  economic  change. 

The  widespread  occurrence  and  the  complexity  of  alcohol-related  problems  force  the 
conclusion  that  treatment  of  "alcoholics"  can  be  only  part  of  the  solution.  Moreover,  the  appar- 
ent limited  effectiveness  of  treatment  measures  (Orford  & Edwards,  1977)  adds  urgency  to  the 
development  of  prevention  programmes. 

Where  should  Preventive  Efforts  Focus? 

Hastily  designed  preventive  programmes  may  be  doomed  to  failure.  Preventive  efforts 
may  be  costly,  they  may  show  little  in  the  way  of  results  and  the  constraints  on  preventive 
action  may  prove  insurmountable.  Authorities  wishing  to  establish  programmes  for  the  pre- 
vention of  alcohol-related  problems  may  be  well  advised  first  to  review  available  information 
on  the  extent  of  the  component  sectors  of  the  total  problem  area,  as  outlined  in  section  9,  and 
then  to  decide  whether  the  programme  objectives  will  concern  all  or  only  parts  of  the  area;  and 
the  selection  may  depend  on  an  assessment  of  the  likelihood  of  success  in  view  of  available 
resources,  as  discussed  later.  This  has  been  attempted  in  some  countries. 

Few  programmes,  or  even  ardent  campaigners,  would  consider  complete  elimination  of 
alcohol  problems  a feasible  objective:  the  aim  is  rather  to  reduce  the  extent,  the  severity  and 
the  duration  of  some  of  the  problems.  The  focus  may  be  the  total  population  — for  instance,  in 
attempts  to  reduce  average  consumption;  or  at  groups  likely  to  be  most  affected  by  heavy  con- 
sumption — such  as  young  people;  other  groups  found  to  be  at  high  risk  in  some  populations 
— such  as  business  managers,  executives,  minority  groups,  persons  in  certain  occupations; 
groups  whose  drinking  puts  others  at  risk  — such  as  drivers,  pilots,  statesmen,  perhaps  preg- 
nant women;  or  groups  undergoing  rapid  socioeconomic  change.  These  matters  are  considered 
in  sections  5.2  and  6. 

How  can  Alcohol-related  Problems  Be  Prevented? 

According  to  the  public  health  model,  prevention  of  disease  entails  efforts  focussed  on 
the  agent,  the  host  and  the  environment  (see  figure  1)  and  includes  cutting  the  lines  of  com- 
munication between  the  three.  A similar  model  could  be  employed  here  (even  though  alcohol 
problems  are  not  equated  with  disease  alone). 

In  recent  years,  renewed  attention  has  been  given  to  the  "agent"  and  to  the  advantages 
and  disadvantages  of  alcohol  control  measures  for  limiting  per  capita  consumption  in  the  hope 
of  reducing  alcohol  problems.  These  questions,  and  the  recent  debates  concerning  them,  are 
considered  in  section  3.  A great  variety  of  legal  measures  have  been  promulgated  for  control  of 
the  production  and  trade,  distribution,  purchase,  price  and  sales  promotion  (advertising)  of 
alcoholic  beverages.  These  are  reviewed  in  section  4.  Although  not  necessarily  put  forward  for 
that  purpose,  many  of  these  measures  may  have  a preventive  impact,  as  discussed  in  section 
4.1. 
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Sociocultural  factors  in  the  environment,  such  as  drinking  habits  and  attitudes  to  alco- 
hol use  and  intoxication,  customs  promoting  or  restricting  heavy  drinking  as  well  as  general 
social  conditions  and  lifestyles  may  affect  the  nature  and  extent  of  alcohol-related  problems.  A 
better  understanding  of  such  factors  and  their  relationship  to  the  problems  should  be  of 
assistance  in  selecting  and  implementing  appropriate  preventive  measures.  These  questions  are 
considered  in  section  5. 

In  populations  affected  by  rapid  sociocultural  and  economic  changes  associated  with 
industrial  and  technological  development,  the  impact  of  sudden  increase  of  availability  of 
alcoholic  beverages  has  sometimes  been  massive.  Again,  a better  understanding  of  the  pro- 
cesses involved,  as  discussed  in  section  6,  should  provide  suggestions  for  preventive  action. 
Certain  measures  have  been  proposed  which,  while  not  directed  at  preventing  the  effects  of 
alcohol  consumption  on  the  individual,  may  help  to  prevent  damaging  consequences  through 
manipulation  of  the  environment.  These  would  include,  for  instance,  making  available  alter- 
natives to  activities  potentially  dangerous  after  drinking,  such  as  providing  alternative 
transport  or  driver. 

Reasons  for  drinking  behaviour  may  be  found  not  only  within  society  but  also  within 
the  personality  and  the  psychobiological  make-up  of  the  individual.  Reference  is  made  in  sec- 
tion 5.3  to  some  of  the  research  and  discussions  on  these  topics.  Efforts  at  changing  individual 
drinking  behaviour  have  two  main  foci.  One  is  concerned  with  information,  education  and 
motivation  (section  7)  through,  for  example,  the  mass  media,  school  programmes,  professional 
training  programmes,  and  programmes  specifically  for  drinkers  with  alcohol  problems,  their 
families,  their  workmates  and  supervisors.  Much  of  this  work  aims  at  changing  drinking  norms 
and  existing  patterns  of  drinking.  The  other  main  focus  of  efforts  to  change  individual  drinking 
behaviour  involves  attempting  to  change  social  and  emotional  experiences  and  opportunities, 
as  discussed  in  section  5.  Certain  palliative  measures  may  reduce  harmful  consequences 
without  changing  drinking  behaviour.  Nutritional  supplements,  for  example,  may  reduce  liver 
cirrhosis  or  brain  damage. 


Can  the  Impact  of  Preventive  Measures  Be  Assessed? 

Many  preventive  measures  have  been  taken,  policies  agreed  upon  and  programmes 
initiated  with  very  little  consideration  of  the  need  to  assess  their  impact.  Indeed,  this  is  a very 
complex  field.  It  is  exceedingly  difficult  to  separate  out  the  effects  of  any  single  measure 
because  of  the  large  number  of  intervening  variables  — except  in  the  case  of  sudden  changes, 
such  as  strikes;  but  even  here  it  is  possible  to  study  only  the  short-term  effects.  A review  of  the 
various  legal  controls  indicates  that  small  changes  in  measures  for  individual  control  seem  to 
have  little  effect  on  average  consumption  or  alcohol-related  problems;  but  that  a large  number 
of  measures  taken  together  can  have  considerable  influence.  From  the  opposite  perspective,  it 
is  notable  that  since  the  second  world  war  there  has  been  a very  definite  tendency  to  relax  con- 
trols on  the  availability  of  alcohol  with  concomitant  considerable  increase  in  consumption 
levels  and  alcohol-related  problems.  One  cannot,  however,  be  certain  that  this  is  a cause  and 
effect  relationship  because  at  the  same  time  there  have  been  many  other  changes  in  social  struc- 
ture. 


There  seems  to  be  fairly  convincing  evidence  that  an  increase  in  average  per  capita 
consumption  leads  to  an  increase  in  the  rates  of  alcohol-related  problems,  and  there  is  some 
evidence  that  lowering  of  average  consumption  may  lower  the  rates  of  certain  problems  and 
even  of  the  problems  among  the  heavy  drinkers,  but  these  questions  have  been  the  subject  of 
much  recent  debate  (see  section  4.1).  Research  on  reduction  of  availability  of  alcohol  has  often 
concentrated  on  the  effects  of  legal  measures,  excise  measures,  and  so  on,  forgetting  that  as 
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long  as  no  effort  is  made  to  reduce  production  there  is  likely  to  be  very  strong  counter-effort  on 
the  part  of  the  producers  to  sell  their  wares. 

There  have  been  few  attempts  to  evaluate  information  and  education  programmes. 
Some  research  indicates  that  even  if  such  programmes  result  in  increased  knowledge  on  the 
effects  of  alcohol  use,  and  possibly  a change  in  attitude  concerning  consumption  and  heavy 
consumption  of  alcohol,  nevertheless  behaviour  and  drinking  patterns  are  likely  to  remain  the 
same.  Perhaps  this  is  partly  because  attempts  have  been  made  to  evaluate  the  effect  of  such 
programmes  only  after  a short  term,  whereas  one  should  think  of  cumulative  long-term  effects, 
which  are  very  difficult  to  evaluate.  It  is  also  possible  that  in  many  cases  poor  teaching  and 
educational  methods  have  been  used  (section  7).  Moreover,  producer-advertising  may  be  more 
effective  than  the  use  of  mass-media  for  public  education  about  the  control  of  drinking. 

Assessment  of  prevention  through  manipulation  of  the  environment  is  beset  with  simi- 
lar obstacles  of  plethora  of  variables  and  need  for  a long-term  perspective.  As  for  efforts  at 
prevention  focussed  on  changing  the  social  and  emotional  experiences  of  children,  there  seem 
at  the  present  state  of  research  to  be  no  well  grounded  means  for  evaluation  of  the  effects. 
Kessler  & Albee  (1977)  align  themselves  with  Bloom  (1965)  in  saying  that  "the  most  compelling 
reason  for  continuing  efforts  at  prevention  is  suggested  by  the  success  of  the  miasmatists. 
Cleaning  up  the  waste  turned  out  to  be  the  way  to  prevent  disease.  Elements  of  the  theory  were 
wrong  but  the  results  were  right". 

Questions  of  monitoring  and  assessment  are  considered  in  greater  detail  in  section  9. 


1.2  Constraints  on  Preventive  Action 

Although  many  advantages  may  be  envisaged  in  setting  up  a preventive  programme,  it 
is  important  to  review  the  possible  disadvantages  of  attempting  preventive  action  and  the  con- 
straints on  implementation. 

Looked  at  from  the  public  health  angle,  it  might  appear  that  the  most  feasible  way  of 
attempting  to  limit  the  extent  and  severity  of  alcohol-related  problems  in  total  populations 
would  be  to  reduce  the  availability  of  alcoholic  beverages.  The  most  drastic  means  of  achieving 
this  objective  is  of  course  prohibition,  and  where  it  has  been  enforced  it  has  led  to  a reduction 
of  certain  problems,  such  as  cirrhosis  of  the  liver.  Other  problems,  however,  may  tend  to  in- 
crease because  of  illegal  production  and  importation,  related  criminal  activity,  high  prices  and 
the  attraction  of  "forbidden  fruit".  Where  there  is  a strong  cultural  or  religious  backing  for  pro- 
hibition, as  may  be  the  case  in  parts  of  India  and  certain  Moslem  countries,  there  is  perhaps 
greater  likelihood  of  the  objectives  being  attained.  In  most  parts  of  the  world  where  prohibi- 
tion has  been  in  force,  however,  changing  sociocultural  conditions  and  public  attitudes  have 
led  to  repeal. 

A very  powerful  constraint  on  the  implementation  of  a policy  of  reducing  availability 
is  the  resistance  of  producers,  fearing  declining  profits.  Such  opposition  is  likely  to  be  par- 
ticularly difficult  to  counteract  when  persons  involved  in  alcohol  production  and  trade  are 
strongly  represented  at  government  level,  as  is  the  case  in  some  countries,  and  at  times  when 
economies  are  threatened. 

Even  where  the  State  has  a monopoly  of  production,  or  takes  responsibility  for  control 
of  production,  it  may  rely  heavily  on  alcohol  sales  as  a source  of  revenue.  This  contribution  to 
revenue  is  of  considerable  importance  in  many  countries.  In  the  United  States,  for  example, 
public  revenue  from  alcoholic  beverages  was  nearly  10  billion  dollars  in  1975.  The  authorities 
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will  think  twice  before  trying  to  reduce  production.  In  some  African  countries  the  alcohol  tax  is 
the  only  source  of  revenue  for  social  welfare.  In  India,  on  the  other  hand,  a scheme  was  set  up  in 
1961,  on  the  recommendation  of  the  Prohibition  Inquiry  Committee,  whereby  states  introducing 
prohibition  for  the  first  time  would  be  compensated  by  the  Union  Government  for  50%  of  the 
loss  of  excise  earnings  (India,  Government,  1977). 


Another  aspect  of  attempts  to  reduce  — or  even  stabilize  — production  is  the  effect  on 
employment.  In  France,  for  example,  where  10%  of  the  employed  population  is  engaged  in  the 
production  or  sale  of  alcoholic  beverages,  what  alternative  means  of  livelihood  could  be 
offered,  especially  in  the  face  of  rising  unemployment?  The  situation  is  even  more  complicated  in 
some  areas  of  Scotland  where  a majority  of  the  working  population  is  employed  in  distilleries.  It 
may  be  exceedingly  difficult  to  create  alternative  employment  opportunities.  A proposal  in 
response  to  such  objections  to  reducing  production  has  been  put  forward  by  the  Addiction 
Research  Foundation  of  Toronto  (Schmidt  & Popham,  1977),  suggesting  that  an  effort  be  made 
at  least  to  stabilize  production  at  present  levels. 

A further  constraint  on  reducing  availability  of  alcohol  within  national  borders  may  be 
international  trade  agreements  stipulating  free  trade  between  groups  of  countries,  as  in  the 
European  Economic  Community.  Pressure  may  also  be  put  on  countries  to  import  larger  quan- 
tities of  alcoholic  beverages  to  counterbalance  exports  (e.g.  oil).  Another  reason  for  hesitation 
may  be  the  fear  that  reduction  of  alcohol  availability  will  lead  to  increase  in  use  of  other  drugs, 
or  to  alternative  behaviour  patterns,  with  possibly  more  harmful  consequences. 


Apart  from  economic  and  political  considerations,  a preventive  programme  will  have 
to  be  acceptable  to  the  population  if  it  is  going  to  work.  Proposals  for  limitation  of  availability 
of  alcoholic  beverages,  through  control  of  outlets  and  price  increases,  may  meet  with  strong 
objections  on  the  part  of  those  who  drink  moderately,  as  being  an  attack  on  their  personal 
liberty.  They  may  contend  that  they  enjoy  drinking,  perhaps  that  it  improves  their  digestion, 
that  it  is  an  important  complement  to  a meal,  that  it  helps  social  contacts,  that  it  helps  to  relax, 
to  solve  personal  and  family  problems;  they  may  not  agree  that  they  should  be  penalized 
because  of  the  behaviour  of  immoderate  drinkers  and  may  argue  that  the  latter  will  not  change 
their  drinking  habits  but  will  merely  spend  more  time  and  money  on  obtaining  their  alcohol. 
However,  a swing  back  of  public  opinion,  away  from  complete  liberalization  and  towards  a 
reasonable  degree  of  alcohol  control,  has  been  noted  in  recent  years,  for  instance,  in  Finland 
and  Canada. 


Consideration  of  alcohol-related  problems  in  an  historical  perspective  should  assist  in 
understanding  what  appears  to  be  a cycle  of  events,  with  extremes  of  restraint  and  freedom, 
action  and  reaction.  A reasoned  appraisal  and  continued  monitoring  of  the  situation  may  help 
to  avoid  such  extremes,  although  emotional  responses  and  predominance  of  self-interest 
groups  may  counteract  an  approach  that  seeks  to  minimize  harm. 

If  it  could  be  clearly  and  unequivocally  shown  that  specific  preventive  action  or  a com- 
bination of  measures  would  result  in  reduction  of  alcohol-related  problems,  the  task  of 
developing  policies  and  programmes  would  be  greatly  simplified.  One  of  the  impediments  to 
initiating  and  assessing  preventive  action  in  many  countries  is  the  lack  of  a suitable  mechanism, 
such  as  a national  coordinating  committee  with  representatives  of  a variety  of  interests. 
Another  is  the  lack  of  basic  data  and  of  research  possibilities  for  studying  the  impact  of 
measures  instituted. 
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1-3  Conflicting  Interests 

Many  countries  are  now  expressing  concern  about  increasing  problems  related  to  alcohol 
consumption.  Much  effort  is  being  made  in  the  search  for  means  of  prevention.  Yet  still  in  most 
parts  of  the  world  policies  and  programmes  related  to  alcohol  consumption  reflect  conflicting 
interests  and  values.  Recent  statistics  for  several  countries  show  the  high  expenditure  on 
alcohol  by  the  population,  the  importance  of  alcohol  for  the  national  economy  and  as  a source 
of  trade  revenue,  the  large  number  of  outlets  for  sale  of  alcoholic  beverages  and  the  con- 
siderable percentage  of  populations  employed  in  production  and  sale.  Economically,  alcohol  is 
an  important  commodity.  On  the  other  hand,  there  are  important  costs:  hospital  and  other 
health  service  costs  for  treatment  of  drinkers  with  physical  and  mental  problems  and  for  the 
care  of  those  affected  by  alcohol-related  accidents;  social  security  costs;  expenditure  in  terms  of 
police  and  penal  services.  Certain  other  costs  may  be  high  but  can  hardly  be  estimated,  such  as 
the  costs  involved  in  loss  of  production  and  in  dealing  with  families  of  alcoholics:  and  the 
human  costs  are  incalculable. 

Only  a few  countries  have  attempted  to  face  this  situation  squarely.  To  do  so  involves 
careful  and  continuous  collection  and  analysis  of  data,  as  discussed  in  section  9:  but  this  is  not 
enough.  Mechanisms  are  required  for  utilizing  the  data,  ensuring  not  only  assessment  of  the 
current  situation  and  the  probable  outcome  of  trends  in  trade,  consumption  and  consequences 
of  drinking,  but  also  assessment  of  preventive  policies,  programmes  and  measures,  and  feed- 
back of  findings  into  preventive  action  (section  10).  It  is  in  this  last  phase  that  the  balance  may 
come  down  heavily  on  the  wrong  side.  The  prevention  of  alcohol-related  problems  is  of  con- 
cern not  only  to  public  health  and  social  welfare,  it  is  also  a matter  hedged  about  with  strong 
vested  interests  — economic,  intellectual  and  emotional;  preventive  action  is  not  merely  a 
question  of  technical  manipulation:  public  attitudes  and  public  opinion  must  be  taken  into  ac- 
count as  well. 

In  considering  how  to  go  forward  with  a prevention  programme,  the  planners  and 
administrators  may  perhaps  be  assisted  by  considering  the  experience  of  other  parts  of  the 
world.  Examples  are  provided  throughout  the  review. 
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2. 

PREVENTIVE  POLICIES:  LOCAL,  NATIONAL 
AND  INTERNATIONAL 


2.1  Range  of  Current  Policies 

A review  of  current  policies  concerning  prevention  of  alcohol-related  problems  reveals 
considerable  variation  between  and  even  within  countries.  In  some  areas  not  only  is  there  a 
complete  lack  of  such  policy,  but  even  overt  promotion  of  alcohol  use  to  increase  State 
revenue,  without  consideration  of  the  possible  deleterious  concomitants  of  increased  consump- 
tion. This  appears  to  be  the  case  in  some  countries  undergoing  rapid  economic  change.  At  the 
other  end  of  the  scale  is  the  policy  of  prohibition.  Although  discarded  in  some  areas  where  it 
was  previously  enforced,  a policy  aiming  at  complete  prohibition  still  pertains  or  is  being 
revived  in  a few  places,  for  example,  India  and  certain  Moslem  countries.  In  most  parts  of  the 
world,  however,  the  policies  lie  in  between  these  extremes.  Where  alcohol  consumption  is  not 
seen  as  leading  to  important  problems,  no  preventive  policy  may  be  considered  necessary,  but 
in  such  areas  alcohol  consumption  is  in  general  at  least  not  being  strongly  promoted  by  the 
State.  In  still  other  areas  of  the  world  where  no  clear  preventive  policy  exists,  considerable  con- 
cern is  being  expressed  about  the  increase  in  alcohol-related  problems  and  the  need  for  relevant 
policy  development.  Underlying  the  current  policies  in  a number  of  countries  is  the  considera- 
tion that  alcoholic  beverages  should  be  made  available  to  meet  the  'legitimate"  demands  of 
populations,  but  that  restrictions  should  be  introduced  to  limit  the  possible  harmful  effects  of 
consumption.  This  outlook  is  expressed  clearly  for  instance  in  the  central  principle  of  the  Fin- 
nish Liquor  Act  of  1969,  which  states  that  matters  concerning  alcohol  must  be  handled  so  as  to 
ensure  that  the  drawbacks  of  alcohol  are  minimized.  A report  from  the  United  Kingdom  (UK 
Department  of  Health  and  Social  Security,  1977)  refers  to  a policy  of  "balancing  a reasonable 
claim  to  be  free  to  drink  against  an  equally  reasonable  claim  to  be  protected  from  the  conse- 
quences of  misuse  of  drink". 


2.2  Factors  Affecting  Policies 

Although  theoretically  relevant  preventive  policies  should  be  affected  by  the  extent  and 
nature  of  alcohol-related  problems  in  the  society  concerned,  in  practice  this  will  depend  also  on 
whether  the  policy-makers  are  cognizant  of  these  matters  and  whether,  in  fact,  pertinent  infor- 
mation is  available.  In  a limited  number  of  countries  an  earnest  attempt  is  being  made  to  collect 
and  analyse  detailed  data  on  alcohol  consumption  and  its  consequences  and  in  a few  cases  this 
work  is  geared  to  the  need  for  a more  explicit  policy  (e.g.  some  Canadian  provinces,  Sweden, 
Switzerland). 


However,  for  policy  purposes,  such  information  has  to  be  complemented  by  indications 
of  how  far  the  relevant  problems  can  be  modified  and  by  what  means.  A scientific  evaluation 
of  preventive  measures  and  programmes  may  not  be  feasible.  In  that  case  policy  decisions  have 
to  be  based  on  incomplete  information  and  are  likely  to  be  influenced  by  groups  with  a variety 
of  interests  (see,  for  example,  Wieser,  1978;  Zurbriigg,  1976;  Sulkunen,  1978). 
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Economic  and  financial  interests  can  be  expected  to  be  of  outstanding  importance  in 
areas  producing  alcoholic  beverages,  even  where  production  is  under  State  control:  but  such 
influences  are  also  affecting  non-producing  areas  through  the  extension  of  industry  (for  example, 
the  establishment  of  branches  of  well-known  breweries  and  distilleries  in  developing  countries) 
and  through  international  trade  agreements.  Reference  has  already  been  made  to  the  powerful 
role  of  State  revenues  from  alcoholic  beverages  in  the  shaping  of  policy.  The  economic  impor- 
tance of  tourism,  and  the  recognized  part  played  by  easy  availability  of  alcohol  in  attracting 
tourists,  has  had  a considerable  effect  on  formerly  restrictive  policies.  In  Bahrain,  for  example, 
restrictions  on  sale  and  consumption  are  not  applicable  to  foreigners  and  this  has  resulted, 
apparently,  in  increased  availability,  albeit  illegal,  for  the  local  population. 

Religion  and  morality  have  long  been  important  issues  in  the  development  of  policies, 
affecting  in  some  cases  only  minority  groups,  but  in  other  cases  total  populations  which  do  not 
necessarily  all  share  the  same  convictions.  Thus  we  observe  the  widespread  influence  of  the 
Koran  among  Moslem  populations  and  the  injunctions  that  led  to  prohibition  in  some  countries 
and  abstinence  among  minority  Moslem  groups  in  other  populations.  The  report  on  prohibi- 
tion in  India  (India,  Government,  1977)  refers  to  the  various  religions  practised  in  the  country 
that  probably  accounted  for  the  widespread  tradition  of  abstinence,  or  at  least  temperance,  until 
the  advent  of  the  British.  The  Protestant  religion  or  "ethic"  has  been  held  responsible  for  the 
development  of  prohibition  or  rigid  control  policies  in  other  areas  of  the  world,  mostly  under 
the  influence  of  Anglo-Saxon  or  Northern  European  countries,  and  appears  to  lie  behind  the 
development  of  the  temperance  movements.  These  still  have  an  important  influence  on  policy 
development  in  some  States,  especially  in  the  Nordic  countries  (Finland,  Norway  and 
Sweden). 

Other  sociocultural  influences,  sometimes  bound  up  with  religions,  are  reflected  in 
widely  shared  drinking  patterns.  In  areas  where  alcoholic  beverages  are  regularly  used  by  a 
high  percentage  of  the  population  with  meals,  as  in  some  of  the  wine-drinking  and  beer-drinking 
countries,  it  is  most  unlikely  that  prohibition  would  be  attempted,  and  abstinence  is  hardly 
considered  a desirable  goal;  the  promotion  of  more  temperate  drinking  by  reducing  the  amount 
consumed  daily  is  a more  feasible  policy  and  seems  to  have  been  acceptable,  for  example,  in 
France.  Among  orthodox  Jews  the  use  of  wine  for  ritual  purposes  and  the  general  restriction  of 
its  use  to  specific  occasions  seem  to  have  exerted  a protective  influence  against  immoderate 
drinking.  In  imitation  of  the  Jewish  practice  of  initiating  moderate  drinking  at  an  early  age, 
some  policy-makers  have  been  tempted  to  promote  a similar  habit  in  other  populations,  dis- 
counting other  cultural  factors  that  may  have  had  greater  importance  in  preventing  excessive 
indulgence.  At  times  it  has  been  contended  that  no  controls  should  be  placed  on  personal  liberty; 
that  alcoholic  beverages  should  be  freely  available  and  that  the  responsibility  for  quantity  and 
frequency  of  drinking  should  lie  entirely  on  the  individual.  This  argument  has  also  at  times  af- 
fected policies,  particularly  after  periods  of  severe  restriction. 

Increasingly,  though,  preventive  policies  and  discussions  leading  to  their  development 
are  reflecting  the  need  to  consider  public  health  and  welfare  issues.  Policy-makers  in  a number 
of  countries  are  now  seriously  taking  into  account  evidence  concerning  the  impact  of  alcohol 
consumption  and  drinking  patterns  on  the  physical  and  mental  health  of  the  individual,  and 
the  acute  and  long-term  consequences  for  the  drinker  and  for  society. 


2.3  Policy  Fluctuations 

There  have  been  important  changes  in  preventive  policies  in  some  countries  over  the 
years.  Perhaps  the  most  notable  have  been  the  trends  towards  increasingly  strict  controls, 
culminating  in  prohibition,  for  example,  in  the  USA,  most  Canadian  Provinces  and  the  Nordic 
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countries,  lasting  for  various  periods  of  time  and  being  replaced  by  less  stringent  control 
policies.  In  recent  years  this  has  been  followed,  particularly  since  the  second  world  war,  by 
increasing  liberalization,  reflecting  the  general  desire  for  freedom  of  action  after  the  constraints 
of  the  war  years.  Other  social,  economic  and  political  changes,  accompanied  by  increasing 
production  and  consumption  of  alcoholic  beverages,  have  been  held  responsible  for  increases 
— in  some  areas  quite  rapid  — in  alcohol-related  problems.  In  such  situations  a tendency  is 
now  seen  for  a swing  back  in  policy  towards  stricter  controls.  In  Finland,  for  example,  public 
opinion  polls  first  showed  a widespread  demand  for  increased  availability  of  alcoholic 
beverages  but  more  recently  a marked  reversal  of  this  opinion,  and  these  findings  no  doubt 
affected  the  report  of  the  Parliamentary  commission.  At  the  same  time,  other  parts  of  the 
world  are  still  going  through  a phase  of  gradual  loosening  up  of  controls  after  a long  period  of 
strict  control  on  availability  of  alcohol,  as  in  some  of  the  Arab  countries. 


Changes  in  policy  have  occurred  with  the  recognition  of  need  to  accept  the  rights  of 
minority  groups  or  formerly  subjugated  groups.  Thus  in  Zambia,  on  achievement  of  indepen- 
dence in  1964,  the  policy  of  prohibiting  sale  of  imported  alcoholic  beverages  to  the  indigenous 
population  was  reversed.  A similar  situation  occurred  in  Greenland,  among  North  American 
Indians  and  among  Australian  Aborigines.  Policies  have  been  influenced  also  by  the  argument 
that  young  people,  on  reaching  the  age  to  vote  or  to  be  called  up  for  military  service,  should 
have  the  right  to  drink.  Women's  right  to  drink  equally  with  men  remains  largely  a matter  of 
unwritten  policy. 


Other  policy  changes  are  seen  in  the  focus  on  what  is  to  be  prevented  and  the  means  to 
be  used.  Thus  at  various  times  and  in  various  places  emphasis  has  been  laid  on  prevention  of 
public  disorder  through  penal  and  police  action  in  cases  of  public  inebriation.  Important 
changes  are  noted  here.  In  the  USA,  for  example,  a 1971  model  Act  (Uniform  Alcoholism  and 
Intoxication  Treatment  Act)  promoted  by  the  Federal  Government  for  adoption  by  the  States, 
defined  alcoholism  as  an  illness  rather  than  as  a crime  and  established  the  need  for  community 
care.  By  1977,  28  States  had  adopted  statutes  more  or  less  in  conformity  with  the  Act.  Punish- 
ment as  a preventive  measure  seemed  to  be  falling  into  disfavour,  partly  because  it  became 
clear  that  punishment  of  public  inebriation  does  little  to  prevent  recidivism,  yet  arrests  for 
public  drunkenness  still  constitute  a high  proportion  of  all  arrests  in  the  USA. 


Prevention  of  "alcoholism"  has  been  another  focus  of  policies.  Where  policies  have  been 
guided  by  temperance  movements,  emphasis  has  been  laid  on  prohibition  or  strict  control  of 
availability  of  alcohol  and  on  campaigns  for  abstinence.  More  recently  an  increased  tendency 
has  been  noted  to  consider  alcoholism  as  an  illness  where  greater  attention  has  to  be  paid  to  the 
"host"  — man  — as  affected  by  the  pathogenic  "agent"  — alcohol.  Preventive  programmes  are 
therefore  seen  as  needing  to  take  into  account  means  of  lowering  the  vulnerability  of  the  host 
as  well  as  means  of  reducing  contact  between  host  and  agent.  In  addition  to  certain  control 
measures,  then,  it  has  been  considered  that  carefully  designed  educational  programmes  are  re- 
quired. Perhaps  based  on  a somewhat  misguided  conception  that  "alcoholism"  is  less  prevalent 
among  populations  where  alcoholic  beverages  are  taken  regularly  with  meals,  and  drinking 
starts  early,  a policy  of  education  on  how  to  drink  socially  was  started  in  some  areas,  but  there 
appears  to  have  been  a decline  in  this  trend. 


Policy  fluctuations  are  likely  to  reflect  changes  in  socioeconomic  conditions.  In  a 
situation  of  increasing  unemployment  it  is  unlikely  that  policy-makers  will  attempt  to  create 
alternative  employment  opportunities  for  those  engaged  in  alcohol  production  and  trade. 
Similarly,  an  attempt  to  reduce  alcohol  production  during  a period  of  recession  is  unlikely  to 
succeed  if  it  implies  revenue  losses. 
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Makela  & Viikari  (1977)  have  analyzed  four  kinds  of  State  interest  relative  to  alcohol 
and  their  interrelations  at  different  stages  of  society,  distinguishing  between  concern  for  fiscal 
aspects;  industrial,  commercial  and  agricultural  policy;  social  policy;  and  public  order.  Before 
the  emergence  of  capitalism,  the  most  important  of  these  State  interests  was  fiscal.  During  the 
period  of  early  capitalism,  the  State  attempted  to  maintain  a balance  between  fiscal  interests 
and  social  considerations  brought  to  the  fore  by  the  temperance  movement  and  structural 
changes  in  production.  Industrial  and  commercial  policy  were  of  little  consequence.  Since  the 
second  world  war,  the  fiscal  interests  of  the  State  and  the  economic  interests  of  the  alcohol  in- 
dustry may  have  been  jointly  influential  in  increasing  alcohol  consumption.  There  are 
preliminary  indications,  however,  that  the  adverse  consequences  of  alcohol  may  be  regaining 
their  significance,  so  reinforcing  the  State's  interest  in  social  aspects  of  alcohol  use. 

Although  the  range  of  alcohol  problems  is  broad  and  the  strategies  for  dealing  with 
them  varied,  there  has  been  a tendency  for  policies  to  be  limited  in  focus.  Dissatisfaction  with 
the  outcome  has  often  led  merely  to  a change  in  focus.  However,  such  oscillations  in  policy 
may  become  less  apparent  with  the  trend  toward  establishment  of  coordinating  mechanisms 
for  policy  formation  (see  section  2.5  and  table  1). 


2.4  Alternative  or  Combined  Strategies 

There  has  been  considerable  discussion  in  recent  years  of  the  various  strategies  of  pre- 
venting alcohol-related  problems.  Whitehead  (1975)  has  analyzed  two  major  approaches:  the 
socio-cultural  model,  that  suggests  integration  of  alcohol  use  in  social  and  family  activities  and 
encouragement  of  moderation  in  order  to  reduce  alcohol  problems;  and  the  distribution  of  con- 
sumption model,  leading  to  a policy  of  reducing  per  capita  consumption  in  order  to  reduce  pro- 
blems. 


Popham  et  al.  (1976)  refer  to  a third  model:  the  bimodal  model,  which  implies  that  fac- 
tors causing  a change  in  the  consumption  level  of  normal  drinkers  will  have  little  or  no  effect  on 
pathological  drinkers  and  that  efforts  should  focus  on  this  target  population.  This  view,  in  the 
opinion  of  the  authors,  is  attributable  mainly  to  the  influence  of  the  "disease"  concept  of 
alcoholism. 

An  educational  approach  has  been  seen  by  some  as  the  main  hope  for  a reduction  of 
problems.  Others  believe  that  alcohol-related  problems  are  caused  by  remediable  defects  in  the 
structure  and  organization  of  society  and  see  social  change  as  the  appropriate  strategy  to  be 
employed. 

These  models  and  approaches  are  very  different  and  might  be  considered  as  com- 
plementary to  each  other:  their  protagonists,  however,  have  more  often  seen  them  as  com- 
petitive. Each  is  examined  in  greater  detail  in  the  following  sections.  It  seems  evident  that  one  or 
other  strategy  may  be  selected  at  different  times,  for  different  purposes  and  according  to 
available  resources.  As  pointed  out  by  Edwards  (1972)  "more  generally  the  model  which  will  best 
serve  our  purpose  may  be  one  which  shows  us  the  relatedness  of  different  strategies,  the  possible 
synergism  of  their  actions,  the  best  timing  of  their  deployment".  He  points  out  that  policies  need 
to  be  congruent  with  the  broad  movements  of  the  time,  that  the  present  ethic  is  not  much  in 
favour  of  interference  with  profit  and  pleasure  and  that,  to  achieve  public  acceptance,  strategies 
should  be  ameliorative  rather  than  radical:  "minimization  is  the  new  temperance". 

Assessment  of  the  merits  of  various  policies  has  been  attempted  mainly  on  a theoretical 
basis,  although  there  have  been  some  retrospective  studies.  The  work  of  the  International 
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Study  of  Alcohol  Control  Experiences  should  be  particularly  valuable  in  this  respect  since  the 
assessment  will  take  into  account  the  complex  social,  cultural  and  economic  conditions  pre- 
vailing during  the  inception  and  application  of  policies  (see  section  9.1). 

An  example  of  an  attempt  at  a prospective  comparative  assessment  of  strategies  is  being 
carried  out  by  the  Department  of  Addiction  Services  in  Puerto  Rico  through  a demonstration 
project  in  which  a different  prevention  strategy  is  being  tried  out  in  each  of  three  different  set- 
tings (Estrada,  1977).  One  focuses  on  instruction  in  an  urban  high  school,  with  simultaneous 
organized  activities  to  develop  social  competence.  A second,  in  a small  rural  town,  emphasizes 
the  development  of  youth  clubs.  In  the  third  site  the  target  population  are  children  of  alcoholic 
parents  in  comparison  with  a control  group.  All  the  young  people  participate  in  activities  such 
as  group  discussion,  sports,  drama,  field  trips. 

Another  example  of  such  research  has  been  launched  in  three  urban  areas  in  California 
(Cahalan,  1977).  One  will  be  subjected  to  a mass-media  campaign  plus  intensive  community 
organizational  efforts;  the  second  will  get  the  media  campaign  only;  the  third  will  serve  as  a 
control  area  with  no  special  campaign. 

A similar  study  has  been  launched  in  five  counties  of  Florida.  A telephone  survey  has 
been  conducted  to  assess  the  drinking  attitudes  of  the  residents.  In  four  of  the  counties  this  was 
followed  by  an  intensive  mass-media  campaign  focussed  on  groups  such  as  civic  clubs,  schools 
and  churches.  A task  force  of  20-25  persons  is  pursuing  community  prevention  activities  in 
three  of  these  counties.  The  fifth  county  will  act  as  a control.  At  the  end  of  each  project  year,  a 
telephone  survey  is  planned  to  assess  changes  in  attitudes.  Data  on  drunk  driving  and  other 
related  offences  will  also  be  studied  in  an  effort  to  compare  the  effectiveness  of  the  different 
prevention  approaches  (US  National  Institute  on  Alcohol  Abuse  and  Alcoholism,  1978). 

2.5  National  and  Local  Mechanisms  for  Policy  Development 

AND  Implementation 

Recognition  that  alcohol  consumption  can  have  a wide  variety  of  consequences  has  led 
policy-makers  in  some  parts  of  the  world  to  consider  a whole  range  of  preventive  measures  and 
their  broader  implications  in  terms  of  percentages  of  populations  concerned,  priority  targets, 
determination  of  high  risk  groups,  effectiveness  and  cost  of  measures,  and  possible  disadvan- 
tages, such  as  increases  in  other  problems.  For  this  purpose,  a number  of  countries  or  sub- 
national areas  have  now  established  specific  mechanisms  for  policy  and  programme  develop- 
ment. In  some  cases  this  involves  the  coordinated  effort  of  a variety  of  bodies  attempting  to 
appraise  the  effects  of  individual  and  combined  preventive  measures,  to  adjust  them  in  the  light 
of  findings  or  changed  circumstances,  and  to  propose  additional  measures  and  programmes  for 
trial. 


Information  on  national  bodies  involved  in  prevention  of  alcohol-related  problems  is 
summarized  in  table  1. 

Ministries.  Responses  to  WHO  inquiries  indicated  that  in  a number  of  countries  the 
Ministry  of  Health  has  the  main  responsibility  for  such  work  (e.g.  Brazil,  Canada,  Colombia, 
Federal  Republic  of  Germany,  Mexico,  Peru,  Romania),  in  some  cases  through  a section  or 
department  of  mental  health  (e.g.  Honduras,  Japan,  Spain,  Venezuela)  and  in  some  cases 
through  a special  unit,  institute  or  commission  attached  to,  or  under  the  aegis  of,  the  Ministry 
of  Health  or  a related  ministry  (e.g.  Argentina,  Chile,  Costa  Rica,  Czechoslovakia,  Dominican 
Republic,  India,  Finland,  Mauritius,  Sweden,  USA,  USSR).  In  a few  cases  the  national  body  is 
not  attached  to  any  one  ministry  but  is  an  advisory  body  to  the  government  (e.g.  France, 
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Poland,  Switzerland).  A few  responses  mentioned  that  ministries  other  than  the  health 
ministry  are  involved  in  prevention  policies  and  programmes  (e.g.  Peru). 


Voluntary  national  bodies.  Several  countries  have  voluntary  national  bodies,  such  as 
councils  or  committees  on  alcoholism,  in  addition  to  the  above  State  bodies  (e.g.  Argentina, 
Honduras,  Poland,  Sweden,  UK,  USA).  In  other  countries  voluntary  national  bodies  appear  to 
have  taken  greater  responsibility  than  any  State  body  for  preventive  work,  and  may  receive 
government  subsidies  (e.g.  Australia,  France,  German  Federal  Republic,  Switzerland). 


Government  coordinating  body.  In  view  of  the  wide  variety  of  preventive  measures 
and  the  fact  that  many  may  be  only  partially  effective  for  certain  periods  and  under  certain  cir- 
cumstances, several  governments  have  established  coordinating  bodies  to  advise  on  the 
development  of  preventive  policies  and  programmes. 

One  example  is  Poland  where,  in  1971,  the  Prime  Minister  appointed  a Permanent 
Government  Commission  on  Alcohol  Problems.  The  members  of  the  Commission  are  vice 
ministers  or  their  deputies,  appointed  by  the  Prime  Minister.  They  represent  the  Ministries  of 
Health  and  Social  Welfare,  Justice,  Home  Affairs,  Education,  Food  Industry  and  Trade.  In  ad- 
dition, the  State  Attorney  and  representatives  of  social  organizations  participate.  The  Com- 
mission has  an  Expert  Advisory  Committee  headed  by  a physician.  In  close  liaison  with  the 
Government  Commission  is  the  Polish  National  Antialcoholic  Committee,  a voluntary  organi- 
zation founded  in  1948. 

A "working  programme  for  the  prevention  and  control  of  alcohol  abuse"  was  formu- 
lated in  the  Federal  Republic  of  Germany  by  the  Standing  Committee  of  the  Drug  Commission 
in  1974  and  was  approved  by  the  ministers  and  senators  of  health  and  welfare,  together  with 
the  Federal  Minister  for  Youth,  Family  Affairs  and  Health  at  a conference  in  May  1975. 

In  Finland,  a parliamentary  alcohol  committee  was  established  in  1976,  with  the  task  of 
clarifying  the  reasons  for  the  fast  rise  in  consumption  and  the  seriousness  of  the  hazard,  and  of 
making  the  necessary  proposals  for  amendment  to  the  law.  Oy  Alko  Ab,  a governmental 
monopoly  authority,  has  assisted  in  this  work,  together  with  the  Finnish  Foundation  for 
Alcohol  Studies  and  the  Social  Research  Institute  for  Alcohol  Studies.  Similarly,  a governmen- 
tal commission  on  alcohol  policy  was  appointed  in  Sweden  in  1965  and  presented  its  final 
report  at  the  end  of  1974,  leading  to  the  appointment  in  1978  of  a special  council  for  alcohol 
questions  at  the  National  Board  for  Health  and  Welfare. 

A US  report  to  the  President  (US  Liaison  Task  Panel  on  Alcohol-related  Problems, 
1978  recommended  to  the  establishment  of  a National  Commission  on  Alcoholism  and  Other 
Alcohol-related  Problems,  and  legislation  to  this  effect  was  introduced  in  1978  and  subse- 
quently. 

National  institutes.  A few  countries  have  developed  national  institutes  concerned  with 
alcohol  problems  and  serving  as  advisory  bodies  to  governments  as  well  as  having  some  coor- 
dinating role.  An  example  is  the  National  Institute  on  Alcohol  Abuse  and  Alcoholism  of  the 
United  States,  established  in  1970  and  now  part  of  the  Alcohol,  Drug  Abuse  and  Mental  Health 
Administration  of  the  Public  Health  Service  of  the  US  Department  of  Health,  Education  and 
Welfare.  Its  purpose  is  to  serve  as  a focal  point  and  stimulus  for  research,  treatment,  preven- 
tion and  training  related  to  alcohol  abuse  and  alcoholism.  Another  example  is  found  in  Costa 
Rica,  where  the  National  Institute  on  Alcoholism  has  become  increasingly  involved  in  the 
coordination  of  preventive  activities. 
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National  bodies  concerned  with  alcohol  and  other  drugs.  In  several  countries,  bodies 
have  been  set  up  to  deal  with  both  alcohol  and  other  drug-related  problems.  Thus  in  Canada, 
in  1971,  the  Non-Medical  Use  of  Drugs  Directorate  (NMUD)  was  established  within  the 
Department  of  National  Health  and  Welfare.  One  of  its  four  bureaux  was  responsible  for 
developing  public  information  and  education  services  on  alcohol,  tobacco  and  drug  use; 
another,  on  programme  implementation,  was  concerned  with  prevention  and  community  ac- 
tion programmes.  In  1978,  as  a result  of  reorganization  of  the  Department  of  Health  and 
Welfare,  the  responsibility  for  alcohol  and  drug  programmes  was  split  between  the  Planning 
and  Evaluation  Directorate  of  the  Health  Protection  Branch,  and  the  Health  Promotion  Direc- 
torate of  the  Health  Services  and  Promotion  Branch.  The  former  took  responsibility  for 
regulating  policies  and  the  latter  for  information  and  education  programmes.  Among  the  na- 
tional voluntary  bodies,  the  Canadian  Addictions  Foundation,  initiated  in  1954  (under  a dif- 
ferent name),  develops  coordination  between  various  groups  and  is  particularly  concerned 
with  information  services.  In  Europe,  another  example  of  joint  consideration  of  alcohol  and 
other  drug  problems  is  found  in  Austria,  which  has  a Council  on  Alcohol  and  Drug 
Dependence  comprising  representatives  of  the  Ministries  of  Justice,  Defence  and  Education,  the 
Home  Office,  Trade  Unions,  social  insurance  bodies,  temperance  organizations  and  scientific 
specialists.  Denmark  has  recently  appointed  an  interdepartmental  specialist  body,  the  Govern- 
ment's Commission  on  Alcohol  and  Narcotics,  whose  task  is,  among  other  things,  to  work  as  a 
co-ordinating  and  advisory  body  in  relation  to  State  and  local  government  authorities. 

Local  bodies.  In  certain  countries,  important  bodies  concerned  with  prevention  of 
alcohol-related  disabilities  have  developed  at  more  local  levels,  for  instance  in  the  separate 
States  of  the  USA,  the  Provinces  of  Canada,  the  States  and  Territories  of  Australia,  the  Can- 
tons of  Switzerland  and  the  States  of  India.  Many  of  these  bodies  are  part  of,  or  more  or  less 
closely  linked  with  local  government  or  other  administrative  bodies.  Some  that  were  initiated 
on  a voluntary  basis  have  been  taken  over  by  local  authorities. 

In  Canada,  nearly  all  the  provinces  have  now  established  provincial  bodies  concerned 
with  alcohol  problems  (most  of  them  also  with  drug  dependence)  all  of  which  have  some 
preventive  activities,  particularly  related  to  information  and  education.  The  biggest  of  these  is 
the  Alcoholism  and  Drug  Addiction  Research  Foundation  of  Ontario  (ARF)  established  as  such 
in  1961  although  the  precursor,  that  focused  attention  on  alcoholism,  was  set  up  in  1949.  Since 
1970,  close  liaison  has  been  established  between  ARF,  the  Ontario  Ministry  of  Health  and  the 
Department  of  Community  and  Social  Services  through  an  inter-ministerial  coordination  com- 
mittee for  alcohol  problems.  A somewhat  different  trend  is  seen  in  Quebec,  where  OPTAT 
(Office  de  la  Prevention  et  du  Traitement  pour  I'Alcoolisme  et  autres  Toxicomanies),  established 
in  1965  to  replace  four  earlier  bodies,  was  the  main  provincial  body  dealing  with  alcohol  and 
drug  problems  until  1971.  In  that  year  the  health  and  social  services  were  reorganized  and 
alcoholism  treatment  services  were  integrated  into  a network  of  services  run  by  the  Social 
Affairs  programme.  OPTAT  continued  its  concern  with  prevention  and  research  until  1975, 
when  these  responsibilities  were  taken  over  by  the  Department  of  Social  Affairs.  In  Saskat- 
chewan a Bureau  of  Alcoholism  was  set  up  in  1953  as  part  of  the  Department  of  Social  Welfare, 
but  this  was  replaced  by  an  Alcoholism  Commission  of  Saskatchewan,  responsible  to  the 
Ministry  of  Health.  The  opposite  occurred  in  Alberta,  where  the  Division  of  Alcoholism  under 
the  Department  of  Health  was  replaced  in  1970  by  the  Alcohol  and  Drug  Abuse  Commission 
responsible  to  the  Ministry  of  Social  Services.  The  changes  in  direction  shown  in  these  ex- 
amples reflect,  perhaps,  attempts  at  trying  out  alternative  policies  for  dealing  with  alcohol  pro- 
blems rather  than  attempts  at  coordination  of  effort. 

In  Switzerland,  many  cantons  (Aargau,  Basel,  Bern,  Lucerne,  Nidwald,  St.  Gallen, 
Vaud)  have  established  Cantonal  Commissions  on  alcoholism.  They  are  in  general  advisory 
bodies  to  the  cantonal  government,  attached  to  the  department  of  health  or  social  welfare. 
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Some  of  them  develop  their  own  preventive  activities,  mostly  related  to  information  and/or 
education.  In  some  other  cantons  (e.g.  Zurich,  Geneva)  the  temperance  movement,  which  in 
all  cantons  receives  government  subsidies,  takes  the  responsibility  for  developing  and  coor- 
dinating preventive  activities. 

In  Australia,  the  Health  Department  within  each  State  has  the  responsibility  for  coordi- 
nating education,  treatment  and  rehabilitation  services.  In  the  State  of  Victoria,  for  example, 
the  Alcoholic  and  Drug  Dependent  Persons  Services  Branch,  under  the  Mental  Health  Autho- 
rity of  the  Health  Department,  carries  out  this  role,  but  in  addition,  the  Victorian  Foundation 
on  Alcoholism  and  Drug  Dependence  (a  voluntary  body)  has  taken  important  initiatives,  for 
instance,  in  developing  programmes  on  alcohol  problems  in  industry.  The  Foundation  for 
Research  and  Treatment  of  Alcoholism  and  Drug  Dependence  of  New  South  Wales  carries  out 
important  work  as  a voluntary  body.  In  the  same  State  there  is  also  a Traffic  Accident 
Research  Unit  of  the  Department  of  Motor  Transport.  Similar  arrangements  are  found  in  most 
of  the  other  States. 

In  the  United  States  of  America,  42  out  of  48  reporting  States  have  an  organizational 
entity  concerned  with  prevention  (USPHS,  1977).  Although  the  Federal  Government  controls 
the  manufacture,  distribution,  advertising  and  taxation  of  alcoholic  beverages,  it  is  the  State 
and  local  governments  that  have  powers  to  regulate  minimum  age  of  purchase,  hours  of  sale, 
location  of  outlets  and  so  on.  All  of  the  States  have  Alcohol  Beverage  Control  (ABC)  boards 
which  are  the  official  alcohol  law  enforcement  agencies.  Until  recently,  these  boards  have  not 
seen  public  health  problems  as  part  of  their  mandate.  A State  Prevention  Coordinator  (SPC) 
programme  was  designed  by  NIAAA  in  1974  to  offer  all  States  and  territories  opportunities  to 
focus  attention  on  developing  comprehensive  prevention  programming.  For  example,  Min- 
nesota is  involved  in  training  people  to  be  consultants  in  basic  and  advanced  prevention 
methods  and  in  social  policy  issues.  They  are  then  able  to  help  communities,  particularly  in 
rural  and  outlying  areas,  to  plan  preventive  action. 

In  India,  the  individual  State  governments  are  concerned  with  developing  and  imple- 
menting state  prevention  programmes  some  having  achieved  total  prohibition  and  others 
having  introduced  only  a few  measures  aimed  at  reducing  consumption.  Reviews  of  the  pro- 
gress of  prohibition  in  the  States  are  undertaken  by  the  Central  Prohibition  Committee,  that 
prepares  guidelines  and  stimulates  work  at  the  state  level  through  publications  and  interstate 
meetings. 


2.6  International  and  Regional  (Multinational)  Policies 

There  has  never  been  any  world-wide  policy  concerning  prevention  of  alcohol-related 
problems.  The  resolution  passed  at  the  28th  World  Health  Assembly  (see  p.  1)  might,  however, 
be  considered  as  a first  step  towards  establishing  such  a policy. 

Bruun  et  al.  (1975)  refer  to  the  trends  towards  increase  in  economic  links  between  coun- 
tries and  the  removal  of  trade  barriers,  which  are  likely  to  result  in  greater  international 
availability  of  a greater  variety  of  alcoholic  beverages.  Little  consideration  has  been  given  to 
the  need  for  international  safeguards  against  damaging  effects  on  populations  of  such  an 
increase. 

Following  the  pioneer  work  of  the  Finnish  Foundation  for  Alcohol  Studies  (Lumio  & 
Sulkunen,  1975)  increased  attention  is  now  being  given  within  WHO  to  the  collection  and 
analysis  of  statistical  information  required  as  a basis  for  consideration  of  international 
controls. 
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Several  earlier  WHO  activities  related  to  alcohol  problems,  as  outlined  in  the  Introduc- 
tion, may  be  seen  as  contributing  to  the  development  of  international  preventive  policies.  In 
addition,  the  current  work  through  the  WHO  Research  Project  on  Community  Response  to 
Alcohol-related  Problems  should  provide  rich  and  detailed  material  on  the  nature  and  extent  of 
problems  to  be  met  and  proposals  for  dealing  with  them  at  both  community  and  national 
levels.  It  is  expected  that  the  final  report  will  have  implications  for  preventive  action  also  at  in- 
ternational level. 

With  the  help  of  the  six  Regional  Offices  of  WHO,  interest  has  been  aroused  in  many 
parts  of  the  world  in  the  WHO  Project  on  Prevention  of  Alcohol-related  Problems,  for  which 
this  review  has  been  produced  (see  Annex  1 for  list  of  respondents  to  WHO  inquiries).  A 
further  phase  in  the  project  was  to  utilize  the  final  report  of  the  Prevention  Project,  together 
with  a preliminary  report  on  the  Community  Response  Project,  as  the  main  background 
documents  for  the  WHO  Expert  Committee  on  Problems  Related  to  Alcohol  Consumption, 
convened  in  November,  1979.  In  their  report,  this  Committee  — selected  from  Advisory 
Panels  of  Experts  approved  by  governments  — was  in  a position  to  make  recommendations  on 
measures,  policies  and  programmes  considered  of  value  in  the  prevention  of  alcohol-related 
problems. 

Some  appreciation  of  the  obstacles  that  may  beset  attempts  to  reach  multinational 
agreements  on  trade  in  alcoholic  beverages  can  be  derived  from  a study  of  historical  develop- 
ments. Whisky,  rum  and  brandy  became  a convenient  form  of  international  currency  from  the 
seventeenth  century  and  were  largely  used  in  the  slave  trade  and  later  for  more  "legitimate 
commerce"  and  as  payment  for  territorial  concessions. 

Lynn  Pan  (1975)  traces  the  alcohol  factor  in  the  colonization  of  Africa  (with  particular 
emphasis  on  West  Africa).  She  describes  the  development  of  a series  of  international  instru- 
ments designed  to  deal  with  the  liquor  trade,  starting  with  the  international  Brussels  Treaty  of 
1889  under  which  several  European  powers  "agreed  to  observe  certain  moral  principles  with 
regard  to  their  African  territories,  including  the  principle  of  limiting  the  importation  of  liquor 
into  Africa".  A detailed  picture  is  given  of  opposing  political  and  financial  interests  and  it  is 
concluded  that  the  measures  outlined  in  the  Act  "did  not  succeed  in  reducing  liquor  imports". 
The  impossibility  of  keeping  all  the  frontiers  under  surveillance  meant  that  raising  of  duties  on 
alcohol  by  one  colonial  government  would  be  followed  by  smuggling  from  adjacent  territories. 
Further  meetings  of  the  colonial  powers  were  therefore  held  in  an  attempt  to  standardize  im- 
port duties,  but  no  agreement  was  reached  and  imports  continued  to  rise  in  several  West 
African  countries.  Following  the  first  world  war,  a convention  relating  to  liquor  traffic  in 
Africa  was  signed  at  Saint-Germain-en-Laye  in  1919.  It  forbade  the  sale,  importation  and 
possession  of  "trade  spirits"  in  most  of  Africa  south  of  the  Sahara  and  set  up  a Central  Interna- 
tional Office  under  the  control  of  the  League  of  Nations  to  receive  information  from  the  con- 
tracting parties  on  amounts  of  spirits  produced  and  imported.  Disagreements  (based  on  trade 
implications)  led  to  omission  of  a definition  of  "trade  spirits"  and  not  until  1929  was  a definition 
approved.  The  powers  interpreted  the  term  in  different  ways  (mostly  adapted  to  expansion  of 
trade)  and  the  smuggling  of  liquor  between  neighbouring  states,  resulting  from  differences  in 
import  policies,  continues  today. 

In  the  meantime,  an  Inter-African  Anti-alcohol  conference  was  organized  in  Geneva  in 
1925  by  the  International  Bureau  against  Alcoholism.  A recommendation  was  passed  that  the 
League  of  Nations  should  set  up  an  international  bureau  for  the  study  of  alcoholism  in  African 
colonies.  The  International  Office  for  the  Protection  of  Natives  also  proposed  that  the  League 
of  Nations  should  become  concerned  with  problems  of  alcohol  in  Africa  and  noted  that  im- 
ported fermented  beverages  were  then  creating  greater  problems  than  imported  spirits.  The 
matters  were  discussed  at  the  first  Inter-African  Conference  on  the  Alcohol  Problem,  Abidjan, 
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Ivory  Coast,  1956.  Detailed  recommendations  concerning  practical  preventive  measures  were 
drawn  up,  including  a proposal  for  a permanent  coordinating  organization  that  would  pro- 
mote the  establishment  of  committees  in  all  territories  to  study  and  provide  information  on 
alcoholism.  These  recommendations  were  put  before  the  French  Union  with  a request  for 
implementation  through  the  government  but,  partly  because  of  administrative  complications, 
the  proposal  was  abandoned. 

Lynn  Pan's  lucid  and  detailed  review  is  valuable  not  only  for  the  light  it  throws  on  the 
attempts  at  alcohol  control  in  Colonial  Africa  but  also  for  its  relevance  to  the  workings  of 
multinational  alcohol  control  in  general.  She  asks:  "Were  not  the  choices  open  to  the  legislator 
of  alcohol  control  in  Africa,  and  the  political  and  economic  circumstances  which  constrained 
him,  characteristic  of  the  fundamental  dilemmas  facing  the  policy-maker  of  to-day?".  The 
African  example  leads  to  the  conclusion  that  multinational  control  is  likely  to  involve  "one  set 
of  interests  using  various  levers  to  extract  concessions  from  another  set".  The  contradiction 
between  state  sovereignty  and  the  binding  nature  of  international  jurisdiction  have  to  be 
resolved  if  the  proposed  controls  are  to  be  given  effect. 

In  Europe,  regional  control  of  production  and  trade  in  alcoholic  beverages  has  been 
considered  by  the  European  Economic  Community  (EEC).  Godard  (1972)  discussing  "Over- 
production or  underconsumption  in  Europe"  writes  of  the  dangers  of  free  trade  in  alcoholic 
beverages  in  the  Common  Market,  where  already  there  is  propaganda  for  stimulating  wine 
production  and  creating  new  vineyards,  since  a much  higher  consumption  would  be  expected 
by  developing  new  markets:  this  at  a time  when  millions  of  hectolitres  of  wine  remaining  un- 
sold after  the  harvest  are  being  distilled  in  France.  As  Godard  points  out,  the  so-called 
economic  demands,  the  desire  to  bring  in  hard  currency  and  taxes,  the  need  to  uphold  the 
interests  (often  legitimate)  of  populations  making  a living  from  alcoholic  beverages,  lead  to  a 
tendency  to  minimize  the  risks  of  an  expansionist  policy.  Fie  calls  for  careful  study  of  these 
complex  matters  by  national  societies  concerned  with  alcohol  problems.  A danger  may  be  that 
even  if  EEC  manages  to  set  up  effective  controls  on  trade  within  the  region,  production  may 
continue  to  increase  and  greater  effort  be  put  into  creation  of  new  markets  elsewhere,  for  in- 
stance in  the  developing  countries. 

Sulkunen  (1978)  has  shown  that  within  the  European  Economic  Community  (EEC)  the 
free  trade  policy  has  been  a factor  contributing  to  increased  trade  in  alcoholic  beverages.  The 
abolition  of  tariffs  and  quotas  at  the  internal  borders,  started  in  1958,  was  completed  by  1968 
for  most  industrial  products,  but  not  for  those  of  agricultural  origin. 


Moves  towards  a Common  Agricultural  Policy  (CAP)  included  the  development  of  a 
market  organization  for  wine.  Its  aims  were  to  secure  a tolerable  and  stable  income  for  the 
farming  sector  through  a stable  price  level;  to  achieve  a stable  balance  of  supply  and  demand 
within  the  community;  to  regulate  trade  with  third  countries;  to  promote  structural  reform 
within  agriculture  towards  greater  productivity  and  rationalization;  and  to  ensure  equitable 
supplies  to  consumers.  In  general,  government  aid  to  new  plantations  is  prohibited  and  replan- 
tation is  approved  mainly  for  improving  the  quality  of  wine. 

Many  elaborate  means  of  control  had  been  developed  concerning  alcohol  obtained  by 
distillation  of  agricultural  products  or  of  other  materials,  such  as  industrial  by-products,  both 
sources  being  used  for  alcoholic  beverages.  The  Commission  attempted  to  remove  the 
obstacles  to  trade  in  alcohol  by  requesting  countries  to  modify  their  alcohol  regimes  and  to 
establish  a common  market  organization.  No  working  compromise  on  these  matters  has  yet 
been  reached. 


22 


A concomitant  of  the  above  two  moves  was  the  pressure  to  harmonise  indirect  taxes 
levied  on  alcoholic  beverages.  The  need  for  this  was  implied  in  the  Rome  Treaty.  However, 
there  has  been  negligible  progress  in  harmonizing  excise  duties  on  alcoholic  beverages,  despite 
recommendations  from  the  Commission  and  the  summoning  of  some  Member  States  before  the 
European  Court  of  Justice  for  failure  to  comply  with  Article  95  of  the  Rome  Treaty. 

Sulkunen  suggests  that  the  excise  duties  at  least  on  beer  and  spirits  are  gradually  likely 
to  be  harmonized.  The  effect  would  be  important  reductions  in  duties  in  Denmark,  Iceland  and 
the  United  Kingdom,  with  concomitant  considerable  revenue  loss  despite  a probable  increase 
in  consumption. 

As  pointed  out  by  Sulkunen,  traditionally  Denmark,  the  Netherlands,  Ireland  and  the 
United  Kingdom  emphasized  the  prevention  of  social  and  public  health  problems  in  their 
policies  concerning  alcoholic  beverages.  In  the  last  20  years,  though,  there  appears  to  have 
been  little  governmental  concern  in  EEC  countries  about  the  potential  damaging  consequences 
of  increased  alcohol  consumption.  France,  however,  might  be  considered  an  exception.  The 
policies  developed  by  the  EEC  seem  to  be  pursued  without  consideration  of  their  effects  on 
health  or  welfare. 

It  is  reported  that  the  Latin  American  Free  Trade  Area  has  also  been  in  favour  of  pro- 
moting free  trade  in  alcoholic  beverages  and  a few  voices  have  been  raised  pointing  to  the  harm 
that  might  result. 

Bruun  et  al.  (1975)  have  suggested  that  a suitable  mechanism  for  improving  interna- 
tional alcohol  control  could  be  developed  through  the  United  Nations  Commission  on  Narcotic 
Drugs  in  collaboration  with  WHO.  Within  the  Commission  there  have  been  signs  of  both 
interest  in  and  opposition  to  considering  questions  related  to  alcohol. 

In  a personal  communication,  Bruun  has  pointed  to  the  similarities  between  the  African 
experiment  for  alcohol  control  and  the  present  control  of  narcotic  drugs.  Both  reflect  the 
perceived  need  to  formulate  some  norms  of  international  behaviour  and  of  establishing  an 
international  supervising  authority,  with  rules  for  controlling  physical  availability  and  interna- 
tional cooperation  for  controlling  trans-national  trade.  Both  entail  a statistical  reporting 
system.  In  the  case  of  possible  future  international  alcohol  control,  a realistic  goal  might  be 
stablization  of  the  level  of  present  demand.  A joint  commitment  might  be  required  on  the  part 
of  nations  to  start  a continuous  process  of  policy  formulation  and  review  and  to  consider 
where  restraints  on  the  exercise  of  economic  interests  and  national  sovereignty  might  be  ap- 
plied. Harmonization  of  policies  can  proceed  without  commitment  to  or  achievement  of 
uniformity  of  national  policies  and  allowances  could  be  made  for  differences  in  national  levels 
of  control. 
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Table  i. 


National  Bodies  Involved  in  Establishing  Prevention  Policies  and  Programmes* 


Region** 

Country 

Bodies 

Comments 

References*** 

AFRICA 

Mauritius 

1.  Ministry  of  Health 

1977  response 

2.  National  Council  for  Prevention 
of  Alcoholism  and  Drug  Addiction 

2.  Established  1972.  Under  the  aegis 
of  Ministries  of  Youth  and  Social 
Security. 

Swaziland 

None 

National  Nutritional  Council  is 
concerned  with  aspects  related  to 
alcoholic  malnutrition.  Organized 
multidisciplinary  seminar  in  1976  on 
problems  associated  with  alcoholism 
in  Swaziland. 

1977  response 

Zambia 

Formerly  National  Council  on 
Alcohol  and  Addictions 

Established  1966,  now  dissolved; 
re-establishment  under  discussion. 

1977  response 

AMERICAS 

Argentina 

1.  Argentinian  Council  on  Alco- 
holism (Consejo  Argentino  de 
Alcoholismo) 

1.  Permanent  Council  with  head- 
quarters in  Municipal  Institute  on 
Alcoholism  and  Drug  Dependence, 
Cordoba.  Representation  of  all 
Argentinian  Provinces.  Programme 
planning.  Meetings. 

1977  response 

2.  National  Committee  Against 
Alcoholism  (Comision  Nacional  de 
Lucha  contra  el  Alcoholismo) 

2.  Part  of  Ministry  of  Social 

Welfare. 

3.  Technical  Advisory  Committee 
on  Alcoholism  (Comite  Tecnico 
Asesor  sobre  Alcoholismo) 

3.  Comprises  Public  Health 
administrators  and  delegates  of  the 
different  regions  of  Argentina. 

Belascuain 

1978 

Brazil 

Ministry  of  Health 

1977  response 

* For  bodies  concerned  mainly  with  education  and  information,  see  Table  13. 

**  The  WHO  Member  States  are  divided  into  six  regional  areas:  Africa,  Americas,  Eastern  Mediterranean, 
Europe,  South-East  Asia  and  Western  Pacific. 

information  received  in  response  to  recent  request. 

report  prepared  for  WHO  Inter-Regional  Seminar  for  National  Programmes  on 
Problems  of  Alcohol  and  Drug  Dependence,  1972. 
report  prepared  for  WHO  Inter-Regional  Training  Course  for  National 
Programmes  on  Problems  of  Alcohol  and  Drug  Dependence,  1971. 


***  1977/78/79  response: 

1972  response: 

1971  response: 
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Table  i.  (contd.) 

National  Bodies  Involved  in  Establishing  Prevention  Policies  and  Programmes 


Region** 

Country 


Bodies 


Comments 


Canada 


Chile 


Colombia 


Costa  Rica 


Dominican 

Republic 


1.  Health  Promotion  Directorate 

2.  Federal-Provincial  Working 
Group 


Ministry  of  Public  Health 


Ministry  of  Health 


National  Institute  on  Alcoholism 
(Instituto  Nacional  Sobre 
Alcoholismo,  INSA) 


1.  Drugs  and  Alcohol  Unit 
(Unidad  de  Drogas  y Alcohol), 
Division  of  Psychiatry  and  Mental 
Health  of  Secretariat  of  State  of 
Public  Health 

2.  Special  Commission  for  the 
Prevention  of  Drug  Dependence 


1.  Part  of  Federal  Department  of 
Health  and  Welfare. 

2.  Established  in  1974  to  "coordi- 
nate planning  activities  in  the  field 
of  treatment,  rehabilitation,  coun- 
selling and  public  education  in 
relation  to  alcohol  abuse". 

Composed  of  representatives  of 
provincial  commissions  or 
foundations  which  govern  treatment 
services  and  education  programmes. 
In  1978  role  was  expanded  to 
include  tobacco  and  other  drugs  and 
renamed  "Federal-Provincial  Sub- 
committee on  Alcohol  and  Other 
Drug  Problems". 

Action  carried  out  through  various 
services,  mainly  National  Health 
Service. 

Plans  to  establish  National  Council 
on  Alcoholism;  coordinatory  body 
with  executive  power  and  adequate 
financial  basis  for  developing 
national  policy. 

Principal  national  body  in  charge 
of  studying  and  proposing  solutions 
for  alcohol  and  drug  dependence 
problems. 

Continuation  of  "Comision  Sobre 
Alcoholismo",  established  1954, 
renamed  1973;  attached  to 
Ministry  of  Health.  Coordinating 
role  for  bodies  dealing  with 
alcohol-related  problems; 
involved  in  research,  prevention, 
education  of  the  public. 


2.  Consultative  body  to  the 
President  of  the  Republic  on 
questions  of  alcohol  and  drugs. 


References*** 


1979  response 
1979  response 


1977  response 


1972  response 


Costa  Rica, 
Instituto 
Nacional 
sobre 

Alcoholismo, 

1974 


1977  response 


1978  response 
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Table  i.  (contd.) 

National  Bodies  Involved  in  Establishing  Prevention  Policies  and  Programmes 


Region** 

Country 


Bodies 


Comments 


References*** 


Ecuador 


Honduras 


Mexico 


Peru 


Trinidad  and 
Tobago 

USA 


Venezuela 


National  Committee  for  Studies 
on  Alcoholism  (Comision 

Nacional  de  Estudios  sobre 
Alcoholismo) 

Established  1977.  Representation 
of  various  national  bodies  under 
chairmanship  of  Ministry  of  Health. 

Pacurucu 

Castillo 

1978 

1.  Division  of  Mental  Health 
Ministry  of  Public  Health 

1.  Only  official  body  involved  in 
prevention. 

1977  response 

2.  Honduras  Foundation  on  Alco- 
holism (Fundacion  Hondurena 

Sobre  alcoholismo) 

2.  Carries  out  some  general  preven- 
tive activities. 

3.  National  Temperance  Society 
(Sociedad  Nacional  de  Temperancia) 

3.  Carries  out  some  general  preven- 
tive activities. 

1.  Ministry  of  Health  and  Welfare, 
Department  of  Mental  Health 

1.  The  1973  Health  Code  established 
that  annual  programmes  of  preven- 
tion and  treatment  of  alcoholism 
should  be  prepared  (first  in  1975). 

1977  response 

2.  Mexican  Center  for  Studies  in 
Mental  Health  (Centro  Mexicana  de 
Estudios  en  Salud  Mental; 
CEMESAM) 

2.  Established  in  1972.  In  1977, 
began  to  collaborate  with  Ministry 
of  Health  in  programmes  on  alco- 
holism and  drug  dependence. 

1977  response 

Ministries  of  Health,  Home  Affairs, 
Education,  Labour 

1977  response 

Trinidad  and  Tobago  National 
Council  on  Alcoholism 

1977  response 

1.  National  Institute  on  Alcohol 
Abuse  and  Alcoholism  (NIAAA) 

1.  Established  in  1970.  Part  of  US 
Department  of  Health,  Education 
and  Welfare.  Has  special  Prevention 
Division.  Links  with  State  Preven- 
tion Coordinators. 

1977  response 

2.  National  Council  on  Alcoholism 
(NCA) 

2.  Voluntary  agency,  established 
1944.  Public  and  professional 
education,  early  detection,  research. 
Affiliates  in  about  100  communities 
throughout  the  country. 

Division  of  Mental  Health, 

Ministry  of  Health  and  Social 

Welfare 

Negotiations  carried  out  to  establish 
National  Council  on  Alcoholism  to 
be  directed  by  Division  of  Mental 
Health,  with  participation  of  other 
Ministries  and  national  bodies. 

1977  response 

EASTERN 

MEDITERRANEAN 


Sudan 


National  Committee  for  the  Pre-  Non-govemmental.  Comprises 
vention  of  Alcohol  and  Drug  Abuse  members  from  a variety  of 

concerned  bodies. 


1979  response 
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Table  i.  (contd.) 

National  Bodies  Involved  in  Establishing  Prevention  Policies  and  Programmes 


Region** 

Country 

Tunisia 

EUROPE 

Austria 

Bulgaria 


Czechoslovakia 


Denmark 

Finland 


Bodies 


Comments 


Tunisian  Association  for  Campaigns 
against  Alcoholism  and  Drug 
Dependence  (Association  tunisienne 
pour  la  Lutte  centre  I'Alcoolisme  et 
les  Toxicomanies) 


Council  on  Alcoholism  and  Drug 
Dependence 


National  Committee  for  Sobriety 


Central  Anti-Alcoholic  Committee 


Government  Commission  on 
Alcohol  and  Narcotics 

1.  Department  of  Alcohol  and 
Temperance  Affairs,  Ministry  of 
Social  and  Health  Affairs 

2.  Mental  Health  Department, 
National  Board  of  Health 

3.  State  alcohol  committees 


4.  Oy  Alko  Ab 


Advises  Minister  of  Health;  com- 
prises representatives  of  various 
governmental,  trade  union  and 
scientific  bodies. 

Under  the  auspices  of  the  Govern- 
ment. Comprises  representatives 
from  Ministries,  Fatherland  Front, 
Communist  Youth  League,  Cultural 
Cooperative  Union,  Academy  of 
Medicine,  physicians,  lawyers  and 
other  groups.  Coordinates  efforts  of 
public  and  private  agencies  dealing 
with  alcohol,  drug  and  tobacco 
problems.  District,  local  and  school 
branches.  Goal:  moderation  in 
drinking. 

Established  1958.  Attached  to 
Ministry  of  Health.  Members  are 
representatives  of  Ministries  and 
other  central  bodies  and  social 
organizations  and  others.  Makes 
proposals  for  developing  alcoholism 
control  programmes.  Branches  in  all 
regions  and  districts. 

At  present  working  out  a report  on 
prevention  of  alcohol  and  narcotics 
abuse. 

1.  Involved  in  discussions  on 
prevention  policies. 

2.  Involved  in  discussions  on 
prevention  policies. 

3.  Convened  at  intervals  to 
consider  policies.  Comprise 
members  from  1,  2 and  4 with 
research  and  other  coopted 
members  (including  from  5 and  6). 

4.  A business  and  a government 
administrative  authority.  Monopoly 
body.  Its  administrative  council 
works  with  government  on  policy 
matters.  Makes  proposals  for 
amendment  of  legislation. 


References*** 


Tarzi,  1978 


1972  response 


Ozarin,  1973 


Skala,  1978 


1977  response 


1977  response 
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Table  i.  (contd.) 

National  Bodies  Involved  in  Establishing  Prevention  Policies  and  Programmes 


Region** 

Country 


Bodies 


Comments 


References*** 


Finland 

(contd.) 


France 


Germany, 

Federal 

Republic 


Hungary 


5.  Finnish  Foundation  for  Alcohol 
Studies 

6.  Social  Institute  of  Alcohol 
Studies 


1.  Ministry  of  Health  and  Social 
Security 

2.  High  Committee  for  Study  and 
Information  on  Alcoholism  (Haut 
Comite  d'Etude  et  d'Information  sur 
I'Alcoolisme) 


3.  National  Committee  for  Defence 
Against  Alcoholism  (Comite 
national  de  Defense  contre 
I'Alcoolisme) 


1.  (Federal)  Ministry  of  Youth, 
Family  Affairs  and  Health 

2.  State  Ministries  responsible  for 
Health  and  Social  Affairs 

3.  Central  German  Office  against 
Dangers  of  Addiction  (Deutsche 
Hauptstelle  gegen  die  Suchtgefahren 
DHS) 


Hungarian  National  Committee 
Against  Alcoholism 


5.  Established  by  Alko  in  1950. 

Research  includes  work  on 
prevention. 

6.  Established  1952,  directly  under 
Alko.  Works  closely  with  Founda- 
tion. Studies  by  research  staff  focus 
on  practical  alcohol  policy. 

1.  Concerned  with  programmes  for  1977  response 
prevention  and  treatment  of 

alcoholism. 

2.  Established  1954.  Advisory  body  1977  response 
to  government  concerning  alcohol 

production  and  consumption. 

Attached  to  Prime  Minister's 
Department.  Promotes  and 
publishes  research;  information  of 
the  public;  responsible  for  inter- 
ministerial  collaboration:  Justice, 

Home  Affairs,  Labour,  Finance,  etc. 

3.  Voluntary  body  established  1872. 

Subsidized  by  the  government.  90 
county  branches  and  numerous 
local  ones.  Prevention  of  causes  of 
alcoholism,  information  of  the 
public,  assistance  to  and  treatment 
of  alcoholics.  Publishes  periodical 
"Alcool  ou  Sante". 

1.  Studies  and  develops  policies  1978  response 
concerning  alcohol  problems. 

2.  Responsible  for  setting  up  and 
financing  programmes  in  the  11 
Lander  (i.e.  federated  states). 

3.  Non-profit  agency  receiving 
governmental  support.  Involved  in 
information  campaigns,  staff 
training,  research;  organizes 
seminars  and  conferences;  publishes 
"Suchtgefahren"  (professional 
journal  on  addictions);  working 
relations  with  Ministry  of  Youth, 

Family  Affairs  and  Health. 
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Table  i.  (contd.) 

National  Bodies  Involved  in  Establishing  Prevention  Policies  and  Programmes 


Region** 

Country 


Ireland 


Netherlands 


Poland 


Bodies 


Comments 


1.  Department  of  Health 


2.  Medico-Social  Research  Board 


3.  Irish  National  Council  on 
Alcoholism 


1.  National  Commission  against 
Alcoholism  (NCA) 


2.  People's  League  against  Alcohol 
Abuse 


3.  Federation  of  Institutions  for 
Care  of  Alcoholics  (F.Z.A.) 


1.  Permanent  Government  Com- 
mission of  Alcohol  Problems 


2.  Polish  National  Anti-Alcoholic 
Committee 


1.  Primary  responsibility  for 
development  of  prevention,  treat- 
ment and  rehabilitation 
programmes. 

2.  Established  1968  by  the  Depart- 
ment of  Health  and  all  the  Health 
Boards  in  the  country.  Responsibi- 
lities include  data  gathering  on 
alcoholism.  Research  into  all  aspects 
of  drink-related  problems. 

3.  Voluntary  body,  established 
1964,  funded  partly  by  local  autho- 
rities. Submitted  extensive  report  to 
government  on  alcohol  problems 
with  recommendations  on  policy. 
Promotes,  sponsors  and  cooperates 
in  research.  Assists  in  setting  up 
regional  services.  Cooperates  with 
local  voluntary  agencies. 

1.  Established  1980.  Covers  the 
various  teetotallers  organizations. 
Provides  information  for  general 
public  and  teachers;  publishes 
"Facts",  quarterly  periodical. 

2.  A sobriety  movement,  founded 
1875,  has  opened  canteens  in  places 
where  much  alcohol  consumed 
(more  than  250);  "auto-snacks"  plan- 
ned along  highways.  Provides  infor- 
mation and  documentation  on 
alcoholism. 

3.  Established  1953.  Subsidized  by 
the  government.  Promotes  uniformi- 
ty of  administration  and  statistics, 
provides  information  and  promotes 
research.  Organizes  courses  for 
social  workers. 

1.  Appointed  1971  to  initiate  and 
coordinate  prevention  of 
alcoholism,  prepare  annual  and 
long-term  programmes  and  draft 
legislation.  Representatives  of 
several  Ministries.  Has  Expert  Ad- 
visory Committee. 

2.  Supported  by  Polish  United 
Workers  Party.  Links  with  Govern- 
ment and  research  institutions. 
Branches  throughout  the  country. 
Voluntary  organization  founded  in 
1948. 


References*** 


1978  response 


1977  response 


1978  response 


1971  response 


1971  response 


1971  response 


1977  response 
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Table  i.  (contd.) 

National  Bodies  Involved  In  Establishing  Prevention  Policies  and  Programmes 


Region** 

Country 


Romania 


Spain 


Sweden 


Switzerland 


Bodies 


Comments 


Ministry  of  Health 


1.  National  Psychiatric  Care  Foun- 
dation of  the  General  Directorate 
of  Health,  Ministry  of  the  Interior 

2.  Interministerial  Committee  for 
the  Study  of  the  Problem  of  Alco- 
holism and  Traffic  in  Narcotics 
(Comision  Interministerial  para  el 
estudio  del  problema  del 
alcoholismo  y el  trafico  de  estupefa- 
cientes) 

1.  Council  for  Alcohol  Questions 
of  the  National  Board  of  Health 
and  Welfare 


2.  Swedish  Council  for  Informa- 
tion on  Alcohol  and  Other  Drugs 
(CAN). 

3.  Swedish  Medical  Association 
Committee  on  Alcohol  Problems 

1.  Federal  Commission  against 
Alcoholism  (Commission  federale 
contre  I'Alcoolisme) 

2.  Federal  Alcohol  Administration 
(Regie  federale  des  Alcools) 


3.  Swiss  Institute  for  the  Preven- 
tion of  Alcoholism  (Institut 
suisse  de  prophylaxie  de  I'al- 
coolisme/Schweizerische  Fachstelle 
fiir  Alcoholprobleme) 


Has  developed  programmes  for 
control  of  alcoholism  and  drug 
dependence. 

1.  Responsible  for  prevention  and 
control. 

2.  Established  in  1975  by  the 
Council  of  Ministers  of  the  Govern- 
ment. Detailed  study  of  alcohol 
problems  with  recommendations. 


1.  Established  January  1978.  Com- 
prises representatives  of  workers, 
employers,  sports  and  youth 
organizations,  temperance 
movements  and  other  organizations 
concerned  with  alcohol  problems. 
Will  recommend  policies  and 
m.easures.  Research.  Prevention 
with  emphasis  on  information. 

2.  Consultant  organ  for  Govern- 
ment, which  subsidizes  its  activities 
on  education  and  information. 

3.  Established  1955.  Research, 
therapeutic  advances,  policy. 

1.  Established  1964.  Advisory  body 
to  Federal  Council.  Develops  re- 
commendations on  prevention. 

2.  Established  1885.  Public  health 
concern.  Promotion  of  non- 
alcoholic beverages.  Grants  for 
prevention.  Monopoly  for  spirits. 

3.  Established  1902.  Largely  subsi- 
dized by  Swiss  federal  government. 
Proposes  prevention  policies.  Health 
education.  Prevention;  sociological 
and  psychological  research. 


References*** 


1972  response 


1971  response 


Spain,  General 
Directorate  of 
Health,  1975 


1979  response 


1979  response 


1972  response 


1977  response 
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Table  i.  (contd.) 

National  Bodies  Involved  In  Establishing  Prevention  Policies  and  Programmes 


Region** 

Country 


United  Kingdom 


USSR 


Bodies 


Comments 


1.  Department  of  Health  and 
Social  Security 


2.  Government  Advisory  Com- 
mittee oh  Alcoholism 


3.  Addiction  Research  Unit,  In- 
stitute of  Psychiatry,  London 


4.  Medical  Council  on  Alcoholism 

5.  National  Council  on  Alcoholism 
(England  and  Wales) 


6.  Scottish  Council  on  Alcoholism 

7.  Council  on  Alcohol  Related 
Problems  (Northern  Ireland) 


1.  Ministry  of  Health  of  the 
USSR:  permanent  special  com- 
mittee for  control  of  drunkenness 
and  alcoholism 

2.  Central  Scientific  Research 
Institute  on  Health  Education 

3.  Red  Cross  and  Red  Sickle 


1.  Concerned  with  development  of 
policy  on  prevention  and  treatment 
and  guidance  to  Regional  Health 
Authorities,  Social  Service  Depart- 
ments, voluntary  organizations  and 
other  interested  bodies. 

2.  Set  up  in  1975  to  advise  the 
Secretaries  of  State  for  Health  and 
Social  Services  and  for  Wales  on 
services  for  alcoholics  and  related 
matters.  Produced  reports  on 
prevention;  the  pattern  and  range  of 
services  for  problem  drinkers;  and 
training.  Committee  wound  up  in 
December  1978. 

3.  Established  1967.  Multidis- 
ciplinary research  on  alcohol  and 
other  drug  problems.  Collaboration 
with  1.  and  2.,  with  Medical 
Research  Council  and  treatment  ser- 
vices. 


5.  Established  in  1963  to  promote 
programmes  of  prevention.  Af- 
filiated to  local  councils,  mainly  for 
education  of  public. 

6.  Coordinating  body  for  local 
Councils  of  Alcoholism. 

7.  Formed  in  1976  to  act  as  a 
focus  for  action  on  problems  con- 
cerning use  and  abuse  of  alcohol. 
Education,  research. 

1.  Coordinating  and  control  body. 
Comprises  leading  specialists  on 
alcohol  problems  - research  and 
services. 

2.  Special  department  concerned 
with  research  on  prevention  of 
alcoholism. 

3.  Voluntary  bodies,  deal  with 
alcohol  problems  and  education. 


References*** 


1978  response 


1979  response 


Edwards,  1972 


1977  response 


Ivanets,  1977 
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National  Bodies  Involved  In  Establishing  Prevention  Policies  and  Programmes 


Region** 

Country 

Yugoslavia 


SOUTH-EAST 

ASIA 

India 


Sri  Lanka 


Thailand 


Bodies 


Comments 


1.  Department  of  Health,  of 
Federal  Council  for  Labour  and 
Social  Affairs. 

2.  League  on  Alcoholism  and 
Drug  Dependence 

3.  Commission  on  Mental  Health, 
of  Federal  Institute  on  Public  Health 

4.  Institute  on  Alcoholism  and  Drug 
Dependence  (Belgrade) 

5.  Institute  for  the  Study  and 
Prevention  of  Alcoholism  and 
Drug  Dependence  (Zagreb) 


1.  Federal  Ministry  of  Education 
Social  Welfare  and  Culture 

2.  Central  Prohibition  Committee 


Sri  Lanka  Temperance  Society 


Drug  Education  and  Prevention 
Office 


1.  Concerned  with  health  pro- 
tection, including  alcohol- 
related  problems. 

2.  Coordinating  role  in  area  of 
prevention. 

3.  Coordinating  role  in  prevention. 


4.  and  5. 

Coordinate  prevention  of  alcoho- 
lism; treatment  and  rehabilitation; 
teaching  and  research. 


1.  Constitutes  various  committees, 
including  2.  as  a standing  advisory 
body. 

2.  Established  to  implement  various 
prohibition  programmes;  constituted 
of  all  Ministers  in  charge  of 
prohibition  in  the  state  governments 
under  chairmanship  of  Union 
Minister  of  Education  and  Social 
Welfare;  non-official  members  of 
voluntary  organizations  in  the  field 
of  prohibition  are  also  represented. 

One  of  several  temperance 
organizations  with  headquarters  in 
Colombo,  advocating  and 
conducting  propaganda  against  the 
consumption  of  alcohol. 

Established  by  Ministry  of  Health 
in  1976.  Concerned  also  with  alcohol 
problems  and  has  energetic 
programmes  of  education  on  alcohol 
and  drug  problems  run  in 
collaboration  with  Provincial  Health 
Offices  throughout  the  country. 


References*** 


1972  response 


1978  response 


1977  response 


1977  response 


1978  response 
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National  Bodies  Involved  In  Establishing  Prevention  Policies  and  Programmes 


Region**  Bodies  Comments 

Country 


WESTERN 

PACIFIC 

Australia 


1.  Commonwealth  Department  of 
Health 


2.  Pernranent  committee  on 
alcohol  problems  of  National 
Health  and  Medical  Research 
Council 

3.  National  Senate  Standing 
Committee  on  Social  Welfare 

4.  National  Working  Party  on 
Alcohol 


5.  Australian  Foundation  on 
Alcoholism  and  Drug  Dependence 
(AFADD) 


1.  Collaborates  with  State  Health 
Departments,  which  have  responsi- 
bility for  coordinating  alcohol 
programmes. 

2.  Published  document  in  1975 
outlining  alcohol  problems  and 
providing  policy  recommendations. 

3.  Reviews  alcohol  problems 
situation  and  makes 
recommendations . 

4.  A representative  body  of  State 
and  Commonwealth  health  officials 
appointed  by  and  reporting  to 
Annual  Australian  Conference  of 
Health  Ministers.  Considers  policy 
matters  and  meets  with  liquor 
industry  representatives. 

5.  Established  1967.  National 
voluntary  organization  of  both 
State  statutory  and  voluntary 
bodies.  Assistance  from  Federal 
Government.  Aims  at  obtaining 
maximum  cooperation  between 
bodies  involved  in  research, 
education,  industrial  alcoholism 
programmes,  treatment  and 
rehabilitation.  Library  services; 
national  Clearing  House  on  Alcohol 
and  Drug  Literature.  Publishes  the 
Australian  Journal  on  Alcoholism 
and  Drug  Dependence  (quarterly). 

Within  each  State,  the  Health 
Departments  have  the  responsibility 
for  coordinating  education, 
treatment  and  rehabilitation 
programmes. 


References*** 


1977/8 

response 


1978  response 
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Table  i.  (contd.) 

National  Bodies  Involved  in  Establishing  Prevention  Policies  and  Programmes 


Region** 

Country 


Japan 


New  Zealand 


Bodies 


Comments 


References*** 


1.  Mental  Health  Section,  Public 
Health  Bureau  of  Ministry 

of  Health  and  Welfare 

2.  Liaison  Conference  for 
Alcoholic  Problems  (ARENKYO) 


3.  Japanese  Medical  Society 
on  Alcohol  Studies 

4.  All  Nippon  Sobriety  Society 


5.  Christian  Women's  Tem- 
perance Union 

6.  Social  Department  of  Salva- 
tion Army 


1.  Prevention,  treatment,  1971  response 

rehabilitation;  education  of  the 

public.  Supervising  facilities  dealing 
with  alcohol-related  problems. 

2.  Coordinating  organization  1979  response 

receiving  funds  from  above 

Ministry.  Comprises  the  following 
bodies  (3-6). 

3.  Produces  Quarterly  Journal 
(Japanese  Journal  of  Study  on 
Alcohol). 

4.  Voluntary  mutual  aid 
endeavours;  ZENDANREN  groups 
(like  AA). 

5.  Concerned  with  school  educa- 
tion and  legislation. 

6.  Promotes  total  abstinence. 


1.  New  Zealand  Health  De- 
partment 

2.  Alcoholic  Liquor  Advisory 
Council 


3.  National  Society  on  Alcoholism 
and  Drug  Dependance  New 
Zealand  (Inc.) 


1.  A Department  of  State,  res-  1977  response 

ponsible  for  public  health  services  in 

New  Zealand. 

2.  Established  1976.  Comprises 
six  appointed  members  and  three 
representing  Departments  (Social 
Welfare,  Health,  Treasury).  Funded 
by  a levy  on  the  manufacture  and 
importation  of  alcohol.  Primary 
objectives:  encourage  and  promote 
moderation  in  the  use  of  liquor, 
discourage  its  misuse  and  minimize 
personal,  social  and  economic  evils 
resulting  therefrom.  Can  make 
grants  for  work  in  this  field. 

3.  Voluntary  agency;  equivalent  of 
of  the  National  Council  on 
Alcoholism  in  USA.  Provides 
education,  limited  research, 
treatment,  rehabilitation  services  on 
small  scale  and  acts  as  co-ordinator 
among  peripheral  voluntary 
agencies,  e.g.  Marriage  Guidance. 
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Table  i.  (contd.) 

National  Bodies  Involved  In  Establishing  Prevention  Policies  and  Programmes 


Region** 

Country 


New  Zealand 
(contd.) 


Philippines 


Bodies 


Comments 


4.  Government  Departments  4.  Incidental  participation. 

Associated  with  alcohol-related  pro- 
blems as  follows: 

Drinking  and  driving:  Transport 
Department,  Police  Department, 
Road  Safety  Council. 
Drinking-related  crimes:  Police 
Department,  Justice  Department 
Probation  Service. 

Social  effects:  Department  of  Social 
Welfare,  Marriage  Guidance  Coun- 
cil. 

Industrial  safety  in  relation  to 
drinking:  Labour  Department. 

1.  National  Association  for  the  1.  and  2.  Research 
Prevention  of  Alcoholism 

Note:  Not  certain  whether  these 
bodies  are  still  active. 

2.  Philippine  Institute  of  Scientific 
Studies  for  the  Prevention  of 
Alcoholism 


References*** 


1971  response 
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3. 


ALCOHOL  AVAILABILITY,  LEVELS 
OF  CONSUMPTION  AND  PROBLEMS: 
IMPLICATIONS  FOR  PREVENTION 


It  has  been  argued  that  levels  of  consumption,  rates  of  heavy  consumption  and  rates 
of  alcohol  problems  can  be  lowered  by  reducing  general  availability  of  alcohol.  Before  an  at- 
tempt is  made  to  summarize  the  recent  debates  on  these  topics  (section  3.4)  information  on 
availability,  consumption  and  extent  of  problems  is  reviewed  briefly  (sections  3.1  to  3.3). 


3.1  Availability  of  Alcoholic  Beverages 

The  phrase  "availability  of  alcoholic  beverages"  is  used  here  to  refer  to  the  quantities 
of  alcoholic  beverages  at  the  disposal  of  populations  and  the  factors  affecting  these  quantities. 

On  a world  level,  a main  factor  affecting  the  availability  of  alcoholic  beverages 
for  consumption  is,  of  course,  the  quantity  produced.  International  data  on  alcoholic 
beverages  have  been  collected  by  the  Finnish  Foundation  for  Alcohol  Studies  (FFAS)  through  a 
project  started  in  1972,  with  the  later  cooperation  of  the  WHO  Regional  Office  for  Europe, 
which  sent  a formal  inquiry  to  national  statistical  offices  in  countries  throughout  the  world. 
Sulkunen  (1973)  and  Lumio  & Sulkunen  (1975)  have  explained  the  procedures  used  and  iden- 
tified important  technical  and  methodological  problems  encountered.  The  final  publication 
(FFAS  & WHO,  1977)  provides  alcoholic  beverage  statistics  on  production,  trade  and  con- 
sumption covering  the  years  1950  to  1972  for  177  countries,  although  there  are  inevitably  gaps 
in  the  information.  Table  2 is  adapted  from  the  above  publication  (p.  47)  and  shows  the 
changes  in  continental  and  world  recorded  production.  Between  1960  and  1972,  recorded  pro- 
duction increased  by  19%  for  wine,  by  68%  for  beer  and  by  61  % for  distilled  spirits  (within  the 
percentages  of  the  world's  1972  population  covered  by  the  data  available).  For  a number  of 
countries  no  production  figures  are  available,  although  it  is  known  that  all  three  of  the  above 
types  of  alcoholic  beverages  are  produced,  at  home  or  on  a commercial  scale,  in  various  coun- 
tries without  being  recorded.  In  many  developing  countries,  in  fact,  unrecorded  home  produc- 
tion may  be  the  main  source  of  alcoholic  beverages  and  little  is  known  about  the  quantities 
available.  Home  production  in  many  developed  countries,  whether  legal  or  illegal,  does  not 
appear  to  be  statistically  important,  but  this  situation  could  change,  for  example  with  increase 
in  official  prices  of  commercially  produced  beverages. 

Certainly,  in  the  industrialized  world,  and  apparently  in  many  developing  areas,  there 
has  been  a general  and  constant  increase  in  the  production  of  alcoholic  beverages.  In  part  this 
has  been  due  to  factors  unrelated  to  demand,  such  as  general  growth  of  agricultural  productivi- 
ty and  more  concentrated  ways  of  marketing  crops.  In  many  countries  production  has  been 
deliberately  encouraged.  Important  changes  have  been  taking  place  in  the  alcoholic  beverages 
industry.  Both  breweries  and  distilleries  have  been  moving  towards  the  establishment  of  larger 
production  units.  At  the  same  time  the  number  of  enterprises  has  declined,  their  ownership  has 
become  concentrated  in  fewer  hands  and  has  become  to  some  extent  international  in  character. 
Investment  abroad  has  been  growing  and  this  is  true  particularly  of  the  brewing  industry,  since 
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transport  costs  affect  export  of  the  finished  product,  making  direct  investment  in  production 
abroad  relatively  advantageous. 

Within  each  trade  area,  the  quantities  of  beverages  imported  and  exported  and  the 
amounts  put  into  or  taken  out  of  stock  will  affect  the  quantities  available  for  consumption  at  a 
given  time.  The  FFAS/WHO  statistical  publication  tabulates  import  and  export  figures  by 
country  and  year. 

Although  the  lowering  of  import  tariffs  has  encouraged  the  internationalization  of 
trade  and  production  within  customs  zones,  harsher  competition  between  these  zones  has  led 
to  their  favouring  their  own  products.  These  two  opposite  processes  of  economic  association 
and  stiffening  competition  have  helped  to  promote  the  growth  of  world  production. 

Regulations  concerning  individual  tax-free  importation  of  alcoholic  beverages  may 
have  a sizeable  effect  on  quantities  available  within  a country.  In  Venezuela,  for  example,  it 
was  estimated  that,  in  1976,  one-third  of  the  total  volume  of  imported  alcoholic  beverages 
came  through  one  free  port;  in  addition,  illegal  importation  was  estimated  at  1-10  million  litres 
(Millan,  1977). 


^ The  availability  of  alcoholic  beverages  to  populations  is  affected  also  by  the  numbers 
and  distribution  of  outlets  and  regulations  concerning  time,  place  and  quantity  of  sales.  In  re- 
cent years  there  has  been  a rapid  increase  in  the  number  of  places  permitted  to  sell  alcoholic 
beverages  to  take  away  (off-licence).  Sale  of  alcoholic  beverages  together  with  other  com- 
modities (e.g.  in  supermarkets  and  department  stores)  rather  than  in  specialized  stores  has 
made  it  much  easier  to  consider  alcoholic  beverages  as  a commodity  like  any  other.  Mosher 
(1978)  quoting  Kluge  (1971)  for  example,  states  that  today  more  than  two-thirds  of  all 
alcoholic  beverages  consumed  in  the  USA  are  purchased  in  package  stores,  as  compared  to 
about  10%,  30  years  ago.  In  some  countries  (e.g.  Germany,  Japan)  alcoholic  beverages  can  be 
obtained  through  automatic  vending  machines.  Price  levels,  particularly  in  relation  to 
disposable  income,  may  have  an  important  effect  on  the  quantities  and  types  of  alcoholic 
beverages  within  reach  of  populations,  or  of  different  sectors  of  populations.  All  these  matters 
are  discussed  more  fully  in  section  4.  An  important  role  in  the  increase  in  availability  of 
alcoholic  beverages  has  been  played  by  the  travel  industry  and  the  efforts  of  various  countries 
to  attract  tourism.  The  volume  of  travel  and  its  overall  economic  importance  have  grown  im- 
mensely in  recent  years;  the  availability  of  alcohol  is  an  important  factor  in  the  competition  for 
tourist  trade. 


In  order  to  provide  examples  of  availability  and  of  the  most  important  influencing 
factors,  Sulkunen  (1978)  prepared,  for  the  WHO  prevention  project,  a working  document  on 
the  availability  of  alcoholic  beverages  in  the  European  Economic  Community  (EEC)  countries. 
He  defines  availability  of  alcoholic  beverages  as  "the  external  conditions  in  which  consumers 
obtain  alcoholic  beverages.  In  this  sense  price  and  taxation,  distribution  outlets,  regulations  on 
purchase  and  sale  and  the  internationalization  of  supply  of  alcoholic  beverages  are  included  in 
availability". 

Sulkunen  notes  that  international  supplies,  in  the  form  of  international  trade  and  pro- 
duction by  multinational  companies,  have  multiplied  the  varieties  of  alcoholic  beverages 
offered  for  sale  in  the  EEC  countries.  International  trade  has  grown  even  faster  than  production 
and  consumption,  the  increase  being  highest  for  spirits.  Trade  in  beer  has  been  supplemented 
by  increasing  production  abroad  by  large  brewing  companies:  the  12  largest  put  out  about  10 
thousand  million  litres  in  1972,  which  was  approximately  as  much  as  the  total  exports  of  the 
EEC  countries  (Guildstream  Research  Services  1973,  3). 
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One  of  the  main  preconditions  of  international  supply  has  been  the  rising  demand  for 
new  and  foreign  beverages,  but  structural  changes  in  the  supply  have  also  played  a role.  First, 
the  expansion  of  the  industries,  especially  in  the  brewing  sector  in  the  1960s,  created  interest  in 
foreign  markets.  Secondly,  this  interest  was  furthered  by  the  high  degree  of  concentration  of 
the  brewing  and  spirits  sectors  in  the  United  Kingdom,  Netherlands  and  Denmark,  which  made 
it  difficult  to  acquire  larger  market  shares  in  domestic  markets  (Guildstream  Research  Services, 
1973;  Commission  of  the  European  Communities,  1976).  A third  reason  was  the  European 
agricultural  problem,  for  which  a solution  was  sought  by  increasing  exports  of  agricultural 
products,  wine  among  them,  from  France  and  Italy  to  the  other  Community  countries.  Finally, 
economic  integration  itself  has  contributed  to  the  internationalization  of  supply  by  promoting 
free  movement  of  goods  and  capital. 

The  promotion  of  free  trade  by  EEC,  already  referred  to  in  section  2,  together  with  a 
price  supporting  and  equalizing  system  have  resulted  in  increases  in  intra-Community  trade. 
For  wine,  for  example,  the  increase  between  1968/69  and  1974/75  was  from  4.5  to  14.5  million 
hectolitres  for  the  Community  of  the  Six  (Commission  of  the  European  Communities  1977, 
table  13).  A large  part  of  this  increase  is  accounted  for  by  exports  from  Italy  and  France  to  Ger- 
many and  to  the  non-producing  countries.  On  the  other  hand,  imports  of  wine  from  third 
countries  (mainly  from  Algeria)  have  been  diverted  away  from  the  Community.  The  total 
imports  for  third  countries,  mainly  to  France,  fell  from  13  million  hectolitres  to  three  million 
hectolitres  between  1969/70  and  1970/71.  Since  then  the  imports  from  third  countries  have 
fluctuated  considerably  according  to  the  Community's  own  supplies  (Commission  of  the  Euro- 
pean Communities  1977,  table  16).  Exports  of  wine  from  the  Community  have  not  increased 
very  much  as  a consequence  of  export  promotion.  The  Common  Wine  Policy  has  also  in- 
fluenced wine  production,  which  has  grown  more  rapidly  than  consumption  (Commission  of 
the  European  Communities  1977,  graph  1),  although  the  area  under  vines  has  remained  stable. 

A few  authors  have  examined  other  considerations  related  to  availability.  Smart 
(1977),  for  example,  discusses  physical  availability  in  relation  to  controls  but  refers  also  to 
"subjective  availability"  and  "social  availability".  Under  the  former  heading  one  might  need  to 
consider  the  amount  of  time,  energy  and  resources  people  are  willing  to  expend  on  obtaining 
their  drink  and  whether  subjective  estimates  of  costs  and  risks  are  more  important  to  "subjec- 
tive availability"  than  more  precise  estimates.  Social  availability  would  refer  to  availability 
within  small  social  or  family  groups  or  work  groups  and  the  effects  of  each  others'  drinking  on 
the  members  of  the  group.  Brenner  (1977),  in  his  discussion  of  Smart's  paper,  goes  further  in 
this  line  of  argument,  stating  that  "availability,  then,  can  be  seen  most  generally  as  that  which  a 
society  through  its  normative  structure,  both  informal  and  occasionally  formal,  (1)  promotes 
and  (2)  does  not  restrict". 


3.2  Consumption  Levels 

■4^  Changes  in  quantities  of  alcoholic  beverages  available  to  a population  appear  to  in- 
fhj^nce  total  population  consumption  levels.  In  fact  one  method  of  estimating  the  latter 
employs  the  supply-utilization  model  (production,  plus  imports,  minus:  exports,  waste,  dif- 
ference between  opening  and  closing  stocks,  and  utilization  for  purposes  other  than  consump- 
tion). The  complete  range  of  data  may  not  be  available  and  reliance  may  be  placed  on  a figure 
derived  from  production  plus  imports  minus  exports.  In  some  cases  data  on  wholesale  and 
retail  sales  are  used.  A third  method  is  based  on  tax  records.  Often  all  three  methods  are  used 
in  combination. 

The  FFAS/WHO  (1977)  compilation  provides  total  consumption  figures,  by  country 
and  year,  in  1000  litres  of  wine,  beer  and  spirits  (the  last  in  terms  of  100%  ethanol).  An  attempt 
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has  been  made  to  use  the  most  reliable  sources  available.  Despite  any  lacunae  in  these  statistics 
it  is  immediately  apparent  that  there  have  been  considerable  increases  in  consumption  over  the 
two  decades.  Between  1950  and  1972  the  consumption  levels  have  doubled  for  each  beverage 
category  in  Australia  and  the  USA,  for  example,  and  have  almost  tripled  in  Austria.  Consump- 
tion of  wine  increased  fivefold  in  Canada,  eightfold  in  Finland  and  twentyfold  in  the 
Netherlands.  Beer  consumption  has  more  than  doubled  in  several  countries  (Canada,  Finland, 
USSR),  quadrupled  in  Italy  and  increased  eightfold  in  the  Netherlands.  In  Italy  and  Canada, 
consumption  of  spirits  tripled.  A tendency  towards  a "homogenization"  of  consumption  pat- 
terns has  been  noted  (Makela,  1975);  Sulkunen  (1976)  divides  34  countries  with  fairly  reliable 
consumption  statistics  into  three  groups  (based  on  the  main  type  of  beverage  consumed)  and 
presents  the  increases  in  average  per  capita  consumption  rates  (as  100%  ethanol)  between 
1950-1952  and  1968-1970.  For  beer-drinking  countries  the  increase  was  about  25% -50%, 
reaching  a level  of  5.5  1 to  8.5  1 in  general  (higher  for  two  and  lower  for  one  out  of  12).  In 
seven  wine-drinking  countries  the  increase  was  more  than  40%  for  five,  France  and  Hungary, 
with  very  high  initial  levels,  being  the  exceptions.  For  the  others,  the  level  reached  was  about 
8.5  to  14  1.  The  greatest  changes  occurred  in  the  spirits-drinking  countries,  several  showing  in- 
creases of  over  100%,  although  the  initial  levels  were  low.  Although  in  producing  areas  the 
dominant  type  of  alcoholic  beverage  consumed  is  still  closely  related  to  the  type  produced  and 
accounts  for  most  of  the  increases  in  consumption,  use  of  additional  beverage  types  contributes 
to  the  increase.  Thus,  in  the  countries  with  traditionally  heavy  wine  consumption,  there  has 
been  a marked  increase  in  consumption  of  beer  and  spirits,  whereas  in  countries  where  beer 
was  the  preferred  drink,  the  consumption  of  wine  and  spirits  has  become  more  general.  In 
France  the  picture  is  slightly  different  but,  as  pointed  out  by  Lereboullet  & Briand  (1977), 
although  the  consumption  of  ordinary  wines  has  diminished  somewhat  in  recent  years,  beer 
consumption  has  increased  considerably,  especially  strong  beer,  and  between  1960  and  1974 
consumption  of  aperitives  with  aniseed  increased  by  298%  and  of  imported  spirits  (whisky,  gin 
and  vodka)  by  1055%  . Sulkunen  (1976)  concludes  in  general  that  "diversification  of  consump- 
tion habits  as  reflected  in  the  beverage  structure  has  in  most  instances  led  primarily  to  a rise  in 
the  consumption  level.  When  diversification  has  been  supported  by  measures  of  alcohol 
policy,  the  result  has  by  no  means  been  the  substitution  of  old  drinking  habits  or  traditional 
alcoholic  drinks  with  new  ones.  Nontraditional  consumption  has  simply  laid  a new  layer  over 
the  traditional  drinking  patterns". 

The  international  compilation  provides  tabulations  also  for  per  capita  consumption, 
as  litres  of  100%  ethanol,  by  country  and  year.  Some  examples  are  given  in  table  3 which 
brings  together  data  derived  from  the  above  international  compilation  together  with  statistics 
for  1976  from  the  Association  of  Dutch  Distillers  (Produktschap  voor  Gedistilleerde  Dranken, 
1977).  Although  the  trends  in  per  capita  consumption  changes  are  uneven,  it  is  notable  that 
among  the  26  countries  for  which  complete  figures  were  available,  the  greatest  increases  for 
1950-1976  (158%  to  592%)  are  seen  in  seven  of  the  eight  countries  where  the  per  capita  con- 
sumption level  was  3.5  litres  or  below  in  1950  (Norway  remaining  next  to  lowest  on  the  list 
after  a 95%  increase).  In  those  countries  with  1950  levels  of  3.5  to  6.9  litres,  four  showed  in- 
creases of  123%  - 156%  and  nine  of  57%  - 97%.  France,  with  the  highest  level  in  1950  (17.2 
litres)  was  the  only  country  in  this  list  to  show  a decline  by  1970  (-9.2%).  Average  rates  of  an- 
nual increase  for  1950  to  1960  were  high  for  the  German  Democratic  Republic  (28%)  and  the 
German  Federal  Republic  (14%).  Between  1960  and  1970,  the  greatest  increases  were  seen  in 
Finland  (14%)and  The  Netherlands  (11%).  Only  France  showed  a decline  (-1%).  Between  1970 
and  1975  the  highest  annual  increase  was  10%  (Ireland,  Poland)  but  three  countries  showed  a 
decline  (Austria  and  Italy:  -1%;  Switzerland:  -0.3%).  In  Australia,  the  level  in  1977  remained 
at  the  1975  level  of  9.9  litres  (Australian  Bureau  of  Statistics,  1977). 

A clearer  picture  of  the  situation  is  provided  by  per  capita  consumption  data  related 
to  the  drinking  population.  Since  adult-type  drinking  appears  from  surveys  to  be  starting  at  an 
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increasingly  early  age,  the  population  aged  15  years  and  over  is  now  frequently  considered  to 
be  the  drinking  population.  Table  4 shows  average  changes  in  per  capita  alcohol  (100% 
ethanol)  consumption  for  that  population  in  selected  countries  1960  - 1970,  and  1970  - 1976. 
The  changes  range  from  - 12%  for  France,  the  only  country  to  show  a decrease,  to  104%  for 
The  Netherlands  over  the  16  years. 

Where  it  has  been  possible,  for  example  through  surveys,  to  estimate  the  percentage 
of  abstainers  (which  is  likely  in  most  countries  to  comprise  a considerably  higher  percentage  of 
females  than  males)  an  improved  estimate  of  the  size  of  the  drinking  population  can  be  obtain- 
ed. The  average  per  capita  alcohol  consumption  for  this  group  will  give  a more  accurate  indica- 
tion of  the  drinking  situation  than  the  level  referring  to  the  total  population.  Such  a calculation 
was  made,  for  example,  in  the  response  to  the  1971  WHO  inquiry  concerning  Venezuela  (see 
Moser,  1974,  p.26)  when  the  consuming  population  was  taken  to  comprise  males  aged  15  - 69 
years  together  with  20%  of  the  females  in  the  same  age  group. 

In  many  countries  there  has  been  not  only  an  increase  in  the  proportion  of  women  who 
drink,  and  drink  heavily,  but  also  a lowering  of  the  age  at  which  drinking  starts.  This  has 
resulted  in  an  increase  in  the  proportion  of  the  total  population  consuming  the  quantites  of 
alcoholic  beverages  available.  It  is  important  then,  to  investigate  how  far  changes  in  per  capita 
consumption  by  a total  population  are  offset  by  changes  in  proportions  of  the  population  con- 
tributing as  consumers  (see  sections  3.3  and  5.2  and  table  5). 

As  pointed  out  earlier,  changes  in  the  off-licence  sector  that  have  made  alcoholic 
beverages  more  easily  available  have  apparently  contributed  to  growth  in  consumption. 
Another  factor  has  been  the  increase  in  leisure  dependent  upon  increased  productivity.  The 
consumption  of  alcohol  is  a widespread  leisure-time  occupation  and  the  availability  of  alcohol 
augments  for  many  people  the  attractiveness  of  other  leisure  activities. 

Norms  related  to  work  differ  from  those  related  to  leisure  and  attitudes  to  alcohol 
consumption  may  depend  on  whether  one  is  earning  the  daily  bread  or  relaxing  at  the  weekend 
or  on  holiday.  Until  a few  years  ago,  alcohol  legislation  in  several  countries  reflected  the  strict 
norms  attached  to  working  hours.  The  competition  for  tourists  and  their  money  has  meant  that 
many  countries  have  now  amended  their  alcohol  legislation  to  conform  with  the  wishes  of 
leisure  organizers.  Growth  in  the  economic  importance  of  alcohol  has  thus  brought  about  a 
more  permissive  frame  of  mind  with  regard  to  the  use  of  alcohol  for  entertainment  and  as  an 
intoxicant.  The  extension  and  the  perfecting  of  advertising  techniques  has  probably  also 
favoured  consumption. 


3-3  Rates  of  Alcohol-related  Problems 
"Alcoholism"  and  "Heavy  Drinking" 

Estimates  of  rates  of  alcoholics  are  sometimes  based  on  the  estimation  formula  pro- 
posed by  Jellinek  (WHO,  1951)  using  liver  cirrhosis  mortality  rates.  Popham  (1970)  found  that 
this  method  gave  fairly  credible  results.  Ledermann  (1956)  estimated  the  prevalence  of  heavy 
drinkers  from  total  alcohol  consumption  by  the  population,  variations  between  individuals  be- 
ing assumed  as  distributed  according  to  a lognormal  curve,  (see  section  3.4).  Population 
surveys  have  been  used  as  a more  direct  technique  of  estimating  prevalence  of  "alcoholism", 
"heavy  drinking"  and  other  alcohol-related  problems.  Here  again,  the  methods  used  and  defini- 
tions of  what  is  being  measured  vary  greatly  (see  Room,  1977).  Prevalence  of  certain  alcohol- 
related  problems  is  estimated  also  from  census  material  (e.g.  hospital  and  prison  census)  and 
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from  regularly  reported  statistics  (e.g.  hospital  admissions,  arrest  rates,  absenteeism  rates,  ac- 
cident rates  where  tests  are  made  for  blood  alcohol  content).  The  types  of  inaccuracies  to  be  ex- 
pected here  are  not  only  misdiagnosis,  but  under-reporting  in  an  attempt  to  preserve  the  in- 
dividual from  stigma.  Moreover,  the  completeness  of  reporting  will  depend  on  the  availability 
of  treatment  and  other  facilities  and  the  number  and  vigilance  of  reporting  persons  (e.g.  physi- 
cians, police  officers)  as  well  as  prevailing  attitudes  to  indicators  of  alcohol-related  problems. 
Walsh  & Walsh  (1973)  have  shown  that  the  various  statistics  give  divergent  indications  of 
"alcoholism". 


Table  5 attempts  to  summarize  information  available  from  surveys  and  estimates  on 
rates  of  "drinkers",  "heavy  drinkers"  and  "alcoholics"  among  populations.  It  is  obvious  that  the 
rates  are  not  comparable  and  that  the  wide  variations  depend  partly  on  the  definitions 
employed,  the  age  and  sex  groups  surveyed  and  the  intensity  of  the  search. 


Thus,  in  several  cases  the  term  "alcoholics"  is  used  without  further  definition,  but  refer- 
ring presumably  to  the  ICD  definition  or  another  locally  accepted  term.  The  WHO  (1952) 
definition  is  cited  in  some  studies,  although  most  epidemiologists  would  not  now  find  this 
suitable  for  defining  a case.  Several  Latin  American  writers  have  used  Marconi's  definitions  (in 
Horwitz  et  al.,  1967)  which  are  adapted  from  Jellinek's  classification,  and  refer  to  quantity  and 
frequency  of  consumption  for  excessive  drinkers.  These  definitions  are  discussed  further  in 
Moser  (1974)  p.  11  and  in  Keller  (1977)  p.  41. 

The  QF  (quantity-frequency)  criteria  are  used  in  a number  of  surveys  based  on  inter- 
view questionnaires  or  on  assembled  data  from  various  sources.  Room  (1977a,  pp.  64-68)  has 
discussed  frequency-quantity  measures  of  drinking  and  their  use  and  value  in  surveys.  In  some 
studies  an  attempt  has  been  made  to  measure  the  intake  of  alcoholic  beverages  in  terms  of 
quantities  of  100%  ethanol  per  day,  using  various  cut-off  criteria  for  "safe  level"  and  "heavy 
consumption".  Ledermann  (1956)  for  instance,  rating  200  ml  100%  ethanol  per  day  as  the 
lower  level  of  heavy  consumption,  estimated  that  7%  of  the  French  population  were  drinking 
this  quantity  or  more.  In  a town  in  New  South  Wales,  Australia,  53%  of  the  male  Aborigines 
were  found  to  be  drinking  at  above  80  g 100%  ethanol  a day  (Kamien,  1975).  From  a study  car- 
ried out  in  selected  countries,  de  Lint  (1974)  found  that  l%-9%  of  persons  aged  15  years  and 
over  had  a daily  average  consumption  in  excess  of  150  ml  of  100%  ethanol.  It  should  be  kept  in 
mind  that,  among  other  factors,  body  weight  will  affect  the  blood-ethanol  level  resulting  from 
a given  alcohol  intake.  The  level  at  which  drinking  becomes  "unsafe"  is  therefore  also  partly 
dependent  on  body  weight.  Popham  & Schmidt  (1978)  discuss  the  question  of  "safe  alcohol 
consumption"  and  emphasize  the  requirements  for  further  research.  On  the  whole,  higher  rates 
of  excessive  drinking  are  found  from  careful  surveys  among  the  adult  population  of  a defined 
area  than  from  a general  estimate  in  a total  population. 

All  the  studies  shown  in  table  5 differentiating  between  the  sexes  show  higher  rates  for 
males  than  for  females,  the  male  rate  being  frequently  more  than  double  the  female  rate  and  in 
some  cases  being  from  six  to  more  than  10  times  greater.  These  differences  result  partly  from 
differences  in  the  sources  of  data.  It  has  been  suggested  that  women  with  alcohol  problems  are 
more  likely  to  remain  "hidden"  than  men  (Wilkinson,  1970).  Increases  in  various  consequences 
of  alcohol  use  among  women  have  also  recently  been  reported  (e.g.  Rootman,  1977)  as  well  as 
a decline  in  the  ratio  of  male  to  female  drinkers  among  young  people  (e.g.  Rootman,  1978). 
Furthermore,  it  has  been  suggested  that  because  the  mean  weight  of  body  water  of  women  is 
less  than  that  of  men,  the  cut-off  point  for  estimating  the  number  of  female  heavy  drinkers  in 
the  population  should  be  lower  than  that  for  men,  which  would  result  in  an  increase  in  the 
estimated  numbers  for  women  (Naegele,  1979). 
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Alcohol-related  problems  may  constitute  a heavy  burden  for  medical  services,  as 
shown  in  table  6.  It  is  seen  that,  in  several  countries  or  sub-national  areas,  patients  with  a 
primary  or  secondary  diagnosis  of  alcoholism  or  alcoholic  psychosis  account  for  20%  - 30%  of 
all  first  admissions  to  psychiatric  hospitals  (for  example,  26%  in  the  USA  in  1972  for  both  sexes, 
and  34%  for  males).  In  a few  areas  these  diagnoses  account  for  even  higher  percentages  of  total 
admissions  to  psychiatric  establishments  (for  example,  30%  in  Argentina  in  1975,  nearly  50%  in 
Australia  in  1976).  General  hospitals,  too,  may  admit  a considerable  percentage  of  patients  with 
a diagnosis  of  alcoholism  (32%  of  admissions  to  a general  hospital  in  Rhineland,  Federal 
Republic  of  Germany;  in  France  in  1972,  25%  - 45%  of  males  admitted  to  medical  wards  in 
general  hospitals;  15%  - 20%  of  admissions  to  all  general  hospitals  in  Australia  in  1977;  12%  of 
total  admissions  to  all  hospitals  in  Thailand  in  1969  had  "neurological  consequences  of  alcohol 
consumption").  Rates  of  psychiatric  hospital  admissions  per  100  000  total  population  surveyed 
reached  180  in  Iceland  for  alcoholism  and  alcoholic  psychosis  in  1974;  in  England  and  Wales  the 
relevant  rates  rose  from  12  in  1964  to  29.6  in  1976  and  in  Scotland  from  17  to  96  (for  admissions 
to  all  hospitals).  In  Queensland,  Australia,  the  admission  rate  for  males  to  all  hospitals  reached 
236  for  alcoholism  in  1976  and  36  for  alcoholic  psychosis. 

Cirrhosis  of  the  Liver 

Cirrhosis  is  an  important  health  consequence  of  prolonged  drinking  and  has  often 
been  used  as  an  index  of  the  magnitude  of  alcohol  problems  generally  (Schmidt,  1977).  Table  8 
shows  the  mortality  rate  per  100  000  population  from  cirrhosis  for  the  year  1974  (or  nearest  year) 
for  49  countries.  The  rates  for  total,  male  and  female  population  are  lowest  for  Iceland  (0.9  in 
each  case)  and  highest  for  Portugal  (34.5,  51.0  and  19.9).  Rates  for  total  populations  are  below  5 
per  100  000  in  8 countries  and  above  25  in  8.  Table  7 shows  the  trends  in  rates  from  1955-59  to 
1974  by  sex  for  26  countries.  Chile,  that  held  the  leading  position  for  both  sexes,  ranked  fifth 
for  males  and  sixth  for  females  in  1974,  when  Austria  came  to  the  head  of  the  table  for  males  and 
Portugal  for  females,  followed  by  France,  then  Italy  for  both  males  and  females.  Ireland  ranked 
lowest  for  females  in  1974  and  England  and  Wales  for  males.  Most  countries  show  increasing 
rates  for  both  sexes.  From  table  8,  it  is  seen  that  for  five  of  the  26  countries,  cirrhosis  accounted 
for  more  than  3%  of  all  causes  of  death  in  1974.  In  some  areas  cirrhosis  is  among  the  leading 
causes  of  death:  in  the  USA,  for  example,  it  ranked  fifth  in  1973,  and  third  in  New  York.  As 
Schmidt  points  out,  in  most  countries  for  which  valid  data  can  be  obtained,  cirrhosis  now  ranks 
among  the  five  leading  causes  of  death  for  persons  between  25  and  64  years  of  age. 

Excess  Mortality 

Bruun  et  al.  (1975)  have  examined  the  question  of  excess  mortality  among  drinkers. 
They  conclude  that  heavy  users  of  alcohol  have  a substantially  elevated  risk  of  premature  death, 
although  the  mortality  ratio  may  vary  with  the  mode  of  identification  (e.g.  clinical,  case-finding 
survey,  drunkenness  arrest  record  or  reported  drinking  habits). 


Accidents 

Increasing  attention  is  being  given  to  the  role  of  alcohol  consumption  in  the  occurrence 
of  accidents.  In  a United  States  national  survey,  36%  of  regular  drinkers  reported  two  or  more 
accidental  injuries  in  the  previous  year  compared  to  8%  of  non-drinkers  (Brenner  et  al.,  1966) 
and  "alcoholics"  have  been  shown  to  have  a considerably  higher  rate  of  accidental  death  than  the 
rest  of  the  population  (Brenner,  1967).  A report  of  the  OECD  (1978)  notes  that  between  30%  and 
50%  of  deaths  from  traffic  accidents  in  industrialized  countries  are  caused  by  drivers  with  a high 
level  of  alcohol  or  another  drug  in  the  blood.  A particularly  heavy  toll  is  noted  among  young 
drivers,  with  less  experience  of  both  driving  and  coping  with  the  effects  of  alcohol.  The  review 
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by  Aarens  et  al.  (1977)  concludes  that  research  has  clearly  indicated  that  alcohol  plays  a substan- 
tial role  in  traffic  problems  but  that  the  actual  proportion  of  crashes  involving  drinking  drivers 
and  the  specific  contributory  effects  of  alcohol  on  driving  crashes  is  not  known.  However, 
research  on  these  matters  is  being  vigorously  pursued  in  many  countries,  for  example  through 
the  Traffic  Injury  Research  Foundation  of  Canada  (Simpson,  1978;  Simpson  et  al.,  1978).  A high 
percentage  of  pilots  involved  in  general  aviation  crashes  were  found  to  have  a high  blood  alcohol 
level  (Lacefield,  1975).  Brown  & Lane  (1978)  cite  an  Australian  sample  of  250  fatal  accidents  in- 
volving 259  pilots.  Acceptable  blood  samples  were  obtained  from  138,  among  whom  80%  show- 
ed no  ethanol,  14%  from  0.1  to  0.99  g ethanol  in  1000  g blood,  and  7%  1.0  g or  above.  Six  pilots 
(4.5%)  had  levels  of  2.0  g or  more  in  1000  g blood.  It  was  considered  that  alcohol  was  a factor  in 
9%  of  the  accidents  in  which  valid  blood-ethanol  samples  were  obtained.  The  role  of  alcohol  in 
industrial  accidents  is  less  well  documented,  but  has  caused  serious  concern  in  some  countries.  It 
has,  however,  been  contended  that  the  rate  of  drink-related  industrial  accidents  is  lower  than 
might  be  expected  because  of  the  high  rate  of  absenteeism  among  those  who  might  otherwise  be 
involved  (Trice,  1957)  although  this  may  be  true  only  for  younger  employees  (Observer  & Max- 
well, 1959). 

Public  Intoxication 

Statistics  on  public  drunkenness  will  depend  very  much  on  whether  this  state  is 
considered  a punishable  offence.  In  the  USA,  the  National  Conference  of  Commissions  on 
Uniform  State  Laws  adopted  the  Uniform  Alcoholism  Intoxication  and  Treatment  Act  in  1971. 
By  mid-1977,  28  States,  together  with  Puerto  Rico  and  the  District  of  Columbia,  had  adopted 
statutes  in  conformity  with  the  Act.  As  a result,  arrests  for  public  drunkenness  were  only  14.5% 
of  total  arrests  in  1975  compared  with  24.3%  in  1970  (US  Federal  Bureau  of  Investigation,  1975). 
In  Finland  the  grounds  for  arrest  for  drunkenness  (specified  in  the  Police  Act  that  came  into  force 
in  1956)  laid  more  stress  on  the  control  of  drunkenness  resulting  in  disturbance  of  the  peace  than 
in  previous  legislation.  Punishment  for  drunkenness  in  a public  place  was  eliminated  in  1969. 
Nevertheless,  it  is  considered  that  the  changes  in  the  risk  of  arrest  in  Finland  are  not  very  great 
and  that  the  number  of  arrests  for  drunkenness  provide  rather  reliable  indications  of  the 
detrimental  effects  of  alcohol.  Between  1960  and  1969,  the  figures  fluctuated  between  about 
133  000  and  155  000  rising  rapidly  thereafter  to  double  the  figure  (about  290  000  in  1974)  and 
dropping  slightly  (to  about  275  000)  in  1975.  The  ratio  between  arrests  for  drunkenness  and  per 
capita  ethanol  consumption  remained  rather  constant  in  the  1970s  (Oy  Alko  Ab,  1978).  In 
France,  the  rate  of  arrests  for  alcoholism  almost  doubled  in  10  years  (from  an  index  of  100  in  1960 
to  196  in  1970)  (France,  Haut  Comite  dTtude  et  dlnformation  sur  I'Alcoolisme,  undated).  In 
England  and  Wales,  the  rate  of  convictions  doubled  over  26  years,  increasing  from  14  per  10  000 
population  aged  15  years  and  over  in  1950  to  28  per  10  000  aged  14  years  and  over  in  1976  (UK 
Home  Office,  1976  and  annual  reports). 

Crime 


Any  assessment  of  the  role  of  alcohol  in  crime  rates  is  complicated  by  the  fact  that 
"crime  is  what  the  law  says  it  is":  there  are  wide  variations  between  jurisdictions  and  over  time 
as  to  what  is  classified  as  crime.  The  mere  act  of  drinking  alcoholic  beverages  may  be  con- 
sidered a crime,  as  in  Baluchistan,  where  an  ordinance  was  recently  passed  stating  that  "any 
Moslem  citizen  of  Pakistan  who  consumes  intoxicating  liquor  shall  be  punishable  with  im- 
prisonment of  six  months  or  with  a fine  of  5000  rupees  or  both"  (Pakistan,  Permanent  Mission, 
1978).  As  noted  above,  public  intoxication  rates  may  appear  to  change  suddenly  depending  on 
whether  or  not  the  condition  is  considered  an  offence.  It  is  difficult  to  separate  out  the  role  of 
alcohol  in  a variety  of  crimes,  but  considerable  evidence  has  been  reviewed  by  Aarens  et  al., 
(1977)  in  their  studies  on  alcohol,  casualties  and  crime.  In  studies  of  crimes  of  rape  and 
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violence,  for  example,  alcohol  involvement  was  found  in  13%  - 50%  of  rape  offenders  and  6% 
-31  % of  rape  victims;  wide  ranges  for  alcohol  involvement  were  found  also  in  studies  of  assault 
(24%  - 72%  of  offenders,  4%  - 79%  of  victims)  and  homicide  (28%  - 86%;  14%  - 87%).  Per- 
nanen  (1976)  reviews  factors  that  may  explain  the  higher  prevalence  of  violent  crime  among 
alcoholics  compared  with  non-alcoholics. 

The  review  of  studies  of  the  possible  involvement  of  alcohol  in  marital  violence  and 
child  abuse  and  neglect  concludes  that  little  is  available  in  the  way  of  systematic  data  on  which 
to  base  an  assessment.  A nationwide  US  survey  (Gil,  1970)  found  that  alcoholic  intoxication 
was  a precipitating  factor  in  13%  of  child  abuse  cases.  However,  a recent  report  (Scientific 
Analysis  Corporation  of  San  Francisco,  1976)  found  no  significant  difference  in  child  neglect 
by  alcoholic  parents  (23%)  and  non-alcoholic  parents  (21%).  A recent  Canadian  study  also  did 
not  provide  much  support  for  the  existence  of  a relationship  between  alcohol  use  and  child 
neglect  although  the  author  concluded  that  abuse  of  alcohol  may  increase  the  probability  of 
neglect  occurring  especially  in  combination  with  disruption  of  stable  patterns  of  family 
organization  and  having  to  raise  a child  alone  (MacMurray,  1978).  Ferracuti  (1976)  refers  to 
the  effect  of  alcoholism  on  criminal  and  deviant  careers  and  the  need  to  make  longitudinal 
studies  of  the  phenomenology  of  crime  along  with  the  life  history  of  the  offender.  Hagnell  et  al. 
(1973)  compared  a group  of  alcoholics  registered  as  "dangerous  to  others"  with  a suicidal  group 
and  "non  dangerous"  alcoholic  controls.  The  results  tended  to  confirm  a hypothesis  of  a 
psychopathic-neurotic  continuum  as  a major  differentiating  factor  between  the  groups.  In 
France,  an  assembly  of  the  High  Committee  for  Study  and  Information  on  Alcoholism  (1978) 
referred  to  very  high  rates  of  alcoholism  among  convicted  offenders  (e.g.  90%  among 
murderers)  and  drew  the  attention  of  the  Ministries  of  Justice,  Universities  and  Health  and  the 
Family  to  the  need  for  further  research  on  this  matter. 

3.4  Relationship  Between  Average  Per  Capita  Alcohol  Consumption  and  Distribution 

OF  Consumption  in  Populations 

There  has  been  much  debate  in  recent  years  about  the  relationship  between  the  general 
level  of  alcohol  consumption  in  a population  and  the  percentage  of  heavy  consumers.  Bruun  et 
al.  (1975)  have  examined  this  question  in  some  detail,  with  particular  reference  to  the  ideas 
originally  formulated  by  Ledermann  (1956).  Ledermann's  argument  and  the  conclusions  of 
Bruun  et  al.  have  since  been  considered  in  detail  at  a symposium  held  in  London  in  January, 
1977  (Alcohol  Education  Centre,  1977)  and  at  the  Conference  on  Normative  Approaches  to 
Alcoholism  and  Alcohol  Problems,  held  in  Coronado,  California,  in  April  of  the  same  year. 

Ledermann  postulated  that  the  frequency  distribution  of  levels  of  alcohol  consump- 
tion in  a population  can  be  represented  by  a lognormal  curve.  In  order  to  construct  such  a 
curve  for  a given  population,  it  is  necessary  to  know  the  total  alcohol  consumption,  the  size  of 
the  drinking  population  over  a given  time  period  and  percentages  of  the  population  drinking  at 
various  levels.  Duffy  (1977)  demonstrates  that  on  the  basis  of  total  alcohol  consumption  alone 
the  distribution  of  alcohol  consumption  cannot  be  constructed  nor  the  proportion  of  heavy 
drinkers  accurately  estimated.  He  emphasizes  that  Ledermann  did  not  attempt  to  validate  his 
method  empirically  and  that  the  studies  quoted  by  him  do  not  support  his  assumptions.  The 
Ledermann  distribution,  according  to  Duffy  (1977a)  does  not  fit  at  all  well  the  observations  of 
two  recent  surveys  (Cartwright  el  al.,  1976*;  Dight,  1976).  Similar  arguments  were  put  for- 
ward later  by  Duffy  & Cohen  (1978).  Skog  (1978)  points  to  a number  of  misinterpretations  in 
the  latter  article  and  those  by  Duffy.  Skog  concludes  that  the  Ledermann  theory,  considered  in 
detail,  is  incorrect  but  states  that  the  central  notion,  that  there  exists  a relationship  between  per 


* but  see  also  Cartwright  et  al.,  (1977) 
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capita  consumption  and  prevalence  of  heavy  use,  seems  to  have  some  validity.  He  concedes 
that  a moderate  increase  in  total  consumption  may  not  necessarily  be  accompanied  by  a cor- 
responding increase  in  the  prevalence  of  heavy  users,  especially  when  the  rate  of  change  varies 
between  the  different  substrata  of  the  population. 

Parker  & Harman  (1978)  also  conclude  that  the  data  used  to  test  the  lognormal  model 
shows  deficiencies  concerning  selection  of  samples  and  data  measures.  In  their  rejoinder  to  this 
critique,  Schmidt  & Popham  (1978)  point  ot  the  failure  of  Parker  and  Harman  to  consult  Leder- 
mann's  original  and  subsequent  work  or  to  take  into  account  recent  work  of  subsequent  in- 
vestigators. Schmidt  & Popham  agree  with  Parker  & Harman  and  with  Skog  (1977)  that  the 
distribution  model  can  provide  only  an  approximation  of  prevalence  of  heavy  consumers  but 
point  out  that  differences  in  dispersion  in  populations  so  far  examined  are  quite  small  and  that 
errors  in  the  Ledermann  equation  are  not  large  enough  to  threaten  the  proposition  that  average 
consumption  and  heavy  consumption  co-vary. 


3.5  Relationship  Between  Per  Capita  Alcohol  Consumption  and  Indices  of  Health  and 

Social  Problems  in  Populations 

The  co-variation  of  per  capita  consumption  and  some  indices  of  health  damage  were 
also  studied  by  Bruun  et  al.  (1975).  They  state  that  there  is  suggestive  evidence  of  co-variation  of 
average  consumption  level  in  a population  and  overall  mortality  taken  as  excess  of  male  over 
female  mortality  in  the  middle  age  range.  Damiani  et  al.  (1978)  made  a step-wise  regression 
analysis  of  the  relationship  between  mortality  rates  for  the  main  causes  of  death  and  available 
data  on  sociodemographic  factors,  for  all  regions  (departements)  of  France  for  the  age  group 
45-64  years.  Alcohol  was  the  leading  factor  implicated.  However,  since  consumption  rates  by 
departement  were  not  known,  an  index  was  used  based  on  a weighted  average  of  mortality  rates 
from  alcoholism  and  liver  cirrhosis  for  the  relevant  age-group. 

finiiin  pt  al.  conclude  that  the  alcohol  consumption  level  is,  in  general,  a good  predictor 
of  ihf  rirrhosis  dp^^F  and  (1077)  ypyiew  corroborates  this  as  well  as  the  conclu- 

ill  ‘ if  from  n'rrlinrig  iignpjlly  ricps  and  falls  with  the  level  of  alcohol  consump- 

tion in  gen^''^^  pia|^.^iinrTTr-  is  exemplified  by  the  rapid  and  substantial  reductioii  in  thecir- 
rhnsis  death  rates  noted  during  periodgLof  dpciine  in  alcohol  availability  (Pophaim  1956;  Bruun  et 
al.,  1960;  Joliffe  & Jellinek,  1942)  particularly  in  the  miirh-q4jQtedexample  of  Fran«  (see  figure 
3L  It  is  apparent  from  the  figure  that  the  high  liver  cirrhosis  rates  beFor?~the  fiiSTahd  second 
wxiild  wars  declined  rapidly  during  the  extreme  war  shortages  ot  alcoholic  beverages.  Although 
the  figures  for  Great  Britain  for  1931  - 1958  show  a negative  correlatiorT between  totaTcSnsump- 
tion  and  death  rates  from  cirrhosis  (Popham,  1970),  this  situation  appears  to  be  changing 
(Schmidt,  1977).  Whitlock  (1974)  analysed  liver  cirrhosis  death  rates  for  the  male  populations 
aged  64  years  and  over  as  well  as  per  capita  alcohol  consumption  for  the  total  populations  aged 
15  years  and  over  in  38  countries.  There  was  a highly  significant  relationship  between  cirrhosis 
deaths  in  both  age  groups  and  total  alcohol  and  wine  alcohol  consumption.  Wine  alcohol  con- 
tributed about  97%  of  the  total  variance  between  the  age  groups.  The  possible  contribution  of 
poor  diet  to  alcoholic  cirrhosis  was  also  studied  but  no  statistically  satisfactory  conclusions  were 
reached. 

Evidence  that  laryngeal  and  oesophageal  cancers  are  causally  related  to  alcohol  and 
tobacco  consumption,  particularly  in  combination,  is  accruing.  McMichael  (1978)  studied  the  re- 
cent increased  incidence  of  both  these  cancers,  particularly  in  young  women  in  Britain  and 
Australia,  after  many  decades  of  steady  decline.  He  presents  evidence  that  the  increase  in 
laryngeal  cancers  probably  reflects  increasing  consumption  of  alcohol  which,  if  not  carcinogenic, 
may  be  co-carcinogenic.  In  his  review  of  the  relation  between  alcohol  and  cancer,  Tuyns  (1977) 
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refers  to  epidemiological  studies  in  France,  showing  a geographical  distribution  of  mortality  from 
cancer  of  the  oesophagus  and  that  from  alcoholism  and  from  liver  cirrhosis,  the  highest  rates  oc- 
curring in  the  areas  with  the  highest  per  capita  alcohol  consumption. 

At  the  present  state  of  knowledge,  there  is  little  clear  evidence  of  close  correlation 
between  other  health  indices  and  total  alcohol  consumption  in  populations.  As  pointed  out  by 
Parker  & Harman  (1978),  the  correlation  may  rather  be  between  health  damage  and  patterns  of 
drinking.  These  in  turn  may  be  dependent  on  a variety  of  personal,  social,  demographic  and 
cultural  factors. 

Cartwright,  Shaw  & Spratley  (1977)  have  used  both  national  statistics  and  data  from 
a 1965  general  population  survey  (Edwards  et  ah,  1972),  followed  up  in  1974  (Cartwright  et  ah, 
1975)  to  assess  the  validity  of  per  capita  alcohol  consumption  as  an  indicator  of  the  prevalence  of 
alcohol-related  problems.  Within  the  limitations  of  the  data,  the  assumption  of  the  validity  of 
per  capita  consumption  as  such  an  indicator  was  found  reasonable.  The  seven  problems  listed  as 
comprising  the  index  list,  however,  hardly  went  beyond  problems  affecting  the  individual 
drinker. 

Makela  (1978)  concludes  from  a review  of  levels  of  consumption  and  social  conse- 
quences of  drinking  that  there  exist  important  cultural  variations  in  the  incidence  of  social  conse- 
quences of  drinking  that  are  unrelated  to  the  average  level  of  consumption.  He  states  also  that 
variations  in  drinking  cultures  cannot  be  used  as  a basis  for  predicting  how  drinking  patterns  and 
the  incidence  of  social  consequences  in  any  single  country  will  react  to  changes  in  the  average 
level  of  consumption.  Available  evidence  indicates  that  at  least  a substantial  part  of  the  con- 
sumption increase  in  any  country  tends  to  be  consumed  in  the  same  fashion  as  previously. 
Therefore,  potentially  harmful  drinking  also  tends  to  become  more  prevalent,  whatever  the 
characteristic  consequences  for  each  country  and  drinking  culture  might  be. 


3.6  Relationship  Between  Individual  Consumption  Levels  and  Problems 

Brody  and  Mills  (1978)  have  reviewed  studies  on  morbidity  and  mortality  among  iden- 
tified alcoholics  and  on  the  rates  inferred  from  general  population  studies.  They  conclude  that, 
whereas  there  is  a general  agreement  about  the  deleterious  effects  of  alcohol,  data  from  various 
sources  have  not  so  far  provided  essential  information  on  how  much  alcohol  is  harmful  for 
which  populations  and  for  which  diseases.  However,  such  information  is  accumulating  and 
much  has  been  reviewed  by  Kissin  & Begleiter  (1974)  and  by  Lelbach  (1974). 


A review  by  Turner  et  al.  (1977)  attemps  to  relate  certain  effects  of  alcohol  in  man  to 
daily  levels  of  alcohol  consumption.  Only  few  studies  have  documented  long-term  intake.  The 
potentially  hazardous  daily  ethanol  intake  range  for  serious  liver  damage  seems  to  begin  at 
80  g-100  g ethanol,  and  above  150  g the  risk  rises  rapidly,  although  some  persons  consume  above 
that  level  for  years  without  significant  pathological  changes  in  the  liver.  The  review  found  that 
alcohol  probably  plays  a major  role  in  chronic  relapsing  pancreatitis  and  most  patients  with  the 
condition  seem  to  have  been  consuming  150  g ethanol  or  more  a day  over  long  periods.  Little  in- 
formation was  found  on  intake  level  related  to  other  physical  disorders  but  the  acute 
phenomenon  of  withdrawal  syndrome  was  well  documented  following  continued  daily  intakes 
of  200  g-400  g.  Many  of  the  most  serious  neuropsychiatric  disorders  associated  with  alcohol  use 
occur  as  a result  of  withdrawal  from  alcohol  after  long  continued  use,  but  irreversible  changes, 
psychosis  and  brain  damage  are  relatively  rare  according  to  Turner  et  al.  and  the  ethanol  intake 
has  been  poorly  documented.  Drew  (1979;  personal  communication)  however  refutes  the  first 
statement,  remarking  that  there  are  at  least  1500  persons  in  Australia  permanently  in  hospital 
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because  of  chronic  alcoholic  psychosis.  Little  information  is  available  concerning  the  levels  of  in- 
take of  persons  labelled  as  "alcoholics",  apart  from  the  fact  that  many  are  known  to  have  been 
drinking  heavily  for  years  before  coming  to  notice  as  "alcoholics".  There  has  recently  been  con- 
siderable increase  in  interest  in  the  effects  of  maternal  alcohol  consumption  on  the  fetus  and  off- 
spring. Several  studies  have  suggested  an  increase  in  neonatal  mortality  in  infants  bom  to 
"severely  alcoholic"  mothers  and  a range  of  ethanol-induced  lesions  in  surviving  offspring 
(Hollstedt  et  ah,  1977).  Few  studies  have  so  far  related  such  effects  to  intake.  Kaminski  et  al. 
(1976),  in  a prospective  review  of  9000  pregnant  women,  report  on  the  higher  risk  of  un- 
favourable outcome  among  women  consuming  the  daily  equivalent  of  0.4  1 or  more  of  wine 
throughout  pregnancy,  but  consumption  of  only  beer,  wine  and  cider  is  reported,  the  intake  of 
distilled  spirits  not  having  been  recorded.  Three  large  prospective  studies  are  currently  under 
way  in  the  USA  and  should  give  much  clearer  indications  of  risks  (USA.  NIAAA,  1977).  The 
study  of  the  causes  of  the  constellation  of  fetal  defects  now  designated  as  the  fetal  alcohol  syn- 
drome is  complicated  by  the  possible  concurrent  effects  of  nicotine,  caffeine  and  other  drugs  and 
the  nutritional  status  of  the  pregnant  women.  There  is  probably  a critical  period  of  embryonic 
development  when  a high  blood  ethanol  level  gives  a higher  risk  of  leading  to  the  fetal  alcohol 
syndrome  than  at  other  periods,  and  average  daily  alcohol  consumption  by  the  mother  may  be 
of  less  significance.  However,  Turner  et  al.  (1977)  come  to  the  tentative  conclusion  that  con- 
sumption in  excess  of  150  g ethanol  daily  carries  substantially  increased  risk  to  the  fetus. 

Pequignot  and  Tuyns  (1976)  report  on  studies  in  France,  using  dietary  surveys  and 
interviews.  The  relative  risks  of  delirium  tremens,  liver  cirrhosis  and  oesophageal  cancer  increas- 
ed among  males  with  increase  in  alcohol  consumption,  the  risk  for  the  two  latter  being  increased 
at  levels  of  daily  intake  even  below  80  g ethanol.  Among  females,  the  risk  of  cirrhosis  seemed  to 
increase  at  levels  only  half  those  for  males.  A detailed  investigation  in  a defined  area  (Tuyns  et 
al.,  1975)  showed  that  the  relative  risk  of  cancer  of  the  oesophagus  (adjusted  for  tobacco  use) 
rose  from  1.0  for  a daily  ethanol  consumption  of  0 g - 20  g ethanol  to  3.4  for  a consumption  of 
41  g -60  g and  to  18.3  for  a consumption  of  101  g and  over.  A review  of  research  on  alcohol  and 
cancer  carried  out  up  to  1977  has  been  prepared  by  Tuyns  (1978). 


3.7  Implications  for  Prevention 

The  main  argument  of  Bruun  et  al.  (1975)  is  that  "changes  in  the  overall  consumption 
of  alcoholic  beverages  have  a bearing  on  the  health  of  the  people  in  any  society.  Alcohol  control 
measures  can  be  used  to  limit  consumption:  thus,  control  of  alcohol  availability  becomes  a 
public  health  issue".  This  argument  is  supported  by  documented  conclusions,  some  of  which  are 
discussed  in  the  preceding  sections.  The  conclusions  of  Bruun  et  al.,  (1975,  p.90)  that  "heavy 
users  of  alcohol  have  a substantially  elevated  risk  of  premature  death",  and  that  "the  aetiological 
importance  of  alcohol  is  clear  with  respect  to  deaths  from  cirrhosis  of  the  liver",  are  rather  widely 
accepted  as  being  based  on  a fairly  reliable  mass  of  data.  Although  it  may  be  agreed  that  " there 
are  instances  where  restrictions  on  availability  have  led  to  a decrease  in  consumption",  and  where 
"relaxation  of  restrictions  has  led  to  an  increase",  there  is  considerable  controversy  about  the 
statement  that  "a  lowering  of  total  consumption  of  alcohol  is  likely  to  be  accompanied  by  a 
reduction  in  prevalence  of  heavy  users".  One  of  the  obstacles  to  obtaining  convincing  evidence 
for  the  last  conclusion  is  the  difficulty  of  obtaining  reliable  information  on  the  prevalence  of 
heavy  users  (which  may  refer  not  only  to  quantity  of  consumption  per  occasion,  but  also  fre- 
quency and  duration  of  consumption).  Reduction  in  consumption  may  in  fact  affect  incidence 
rather  than  prevalence  rates.  Although  several  countries  have  shown  increases  in  hospital  admis- 
sion rates  for  persons  with  a diagnosis  of  alcoholism  or  alcoholic  psychosis  related  to  increases  in 
per  capita  consumption,  there  has  so  far  been  little  investigation  of  evidence  for  decrease  in  rates 
with  decreased  consumption. 
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Some  implications  for  prevention  of  the  matters  discussed  in  this  section  might  be 
drawn,  despite  the  paucity  of  evidence  and  sometimes  the  conflicting  evidence  on  which  conclu- 
sions may  have  to  be  based.  It  would  appear  that  reduction  of  average  consumption  in  a popula- 
tion would  not  necessarily  result  in  a diminution  in  the  magnitude,  severity  and  duration  of  all 
alcohol-related  problems,  although  it  might  have  a marked  effect  on  some  and  might,  as  pointed 
out  by  Schmidt  & Popham  (1977)  have  its  main  effect  at  first  on  incidence  rather  than  on 
prevalence.  A recommendation  put  forward  to  the  Government  of  Ontario  is  for  "a  moratorium 
on  further  relaxation  of  alcohol  control  measures  and  the  adoption  of  a health-oriented  policy 
with  respect  to  such  measures.  Essentially,  this  would  mean  that  future  proposals  to  change 
legislative  or  other  provisions  governing  the  marketing  and  distribution  of  alcoholic  beverages 
would  be  tested  against  a health  objective:  the  prevention  of  further  increases  in  the  prevalence 
of  alcohol  problems".  Such  a proposal  would  seem  well  worth  consideration  in  other  parts  of  the 
world. 
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Table  2. 


Global  and  Continental  Production  of  Wine,  Beer  and  Distilled  Alcohol 
Beverages,  i960  and  1972,  in  Millions  of  Litres 


i960 

1972 

Number  of 

COUNTRIES 

INCLUDED 

Percentage  of 

CONTINENTAL  POPU- 
LATION COVERED 

1972 

WINE 

Africa 

2 268.2 

1 604.2 

12 

42.5 

America,  Central 

17.5 

37.6 

4 

68.8 

America,  North 

726.7 

1 263.0 

2 

99.0 

America,  South 

2 403.0 

3 004.8 

8 

79.0 

Asia 

72.3 

173.1 

20 

12.7 

Europe 

17  845.8 

19  556.6 

24 

78.5 

Oceania 

140.6 

327.5 

3 

91.3 

USSR 

777.0 

2 930.0 

1 

100.0 

WORLD 

24  251.0 

28  896.7 

74 

40.2 

BEER 

Africa 

737.8 

2 121.2 

37 

95.4 

America,  Central 

1 177.3 

2 022.3 

14 

89.9 

America,  North 

12  242.6 

18  259.3 

2 

99.0 

America,  South 

2 313.7 

3 014.0 

12 

99.1 

Asia 

1 270.5 

4 527.5 

29 

53.8 

Europe 

19  207.8 

31  891.4 

26 

99.1 

Oceania 

1 302.1 

2 037.5 

4 

81.8 

USSR 

2 497.9 

4 686.1 

1 

100.0 

WORLD 

40  749.8 

68  559.3 

125 

72.8 

DISTILLED  ALCOHOLIC 
BEVERAGES  100% 

Africa 

29.0 

48.5 

20 

61.0 

America,  Central 

59.1 

103.4 

13 

85.8 

America,  North 

421.7 

430.4 

2 

99.0 

America,  South 

137.4 

217.8 

9 

92.4 

Asia 

239.6 

361.6 

26 

26.6 

Europe 

736.3 

1 454.2 

24 

98.6 

Oceania 

14.5 

13.9 

3 

91.3 

USSR 

- 

- 

0 

0 

WORLD 

1 636.6 

2 629.8 

97 

47.0 

Source:  FFAS  & WHO  (1977) 
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Table  3. 


Per  Capita  Consumption  of  Alcoholic  Beverages  as  Litres  100%  Ethanol 
IN  26  Countries,  Total  Population,  1950,  i960,  1970  and  1976,  with  Total  and 

Average  Annual  Percentage  Changes 


Per  capita  consumption: 

LITRES  100%  ETHANOL 

Total 

Percentage  change 

Average  annual 

country* 

1950 

i960 

1970 

1976 

1950- 

1976 

1950- 

1960 

1960- 

1970 

1970- 

1976 

France 

17.2 

17.3 

15.6 

16.5 

- 4 

+ 0.05 

- 1 

+ 1 

Portugal 

- 

10.9 

11.7*’ 

14.1 

-F  29‘> 

- 

- 0.6" 

+ 3.4 

Spain 

- 

8.5 

10.7 

14.0 

-F  65^ 

- 

+ 3 

+ 5 

Luxembourg 

6.8 

8.3 

10.1 

13.4 

-F  97 

+ 2 

+ 2 

+ 5 

Italy 

9.2 

12.2 

13.7 

12.7 

-F  38 

+ 3 

+ 1 

- 1 

Germany,  Fed.  Rep. 

2.9 

6.9 

10.4 

12.5 

-F331 

+ 14 

+ 5 

+ 4 

Austria 

5.0 

8.7 

12.0 

11.2 

-F124 

+ 7 

+ 4 

- 1 

Hungary 

4.8 

6.2 

9.1 

10.7 

-F123 

+ 3 

+ 5 

+ 3 

Switzerland 

7.9 

9.8 

10.5 

10.3 

-F  30 

+ 2 

+ 0.7 

- 0.3 

Belgium 

6.3 

6.4 

8.9 

10.2 

-F  62 

+ 0.2 

+ 4 

+ 2 

Australia 

6.1 

6.5 

8.2 

9.6 

-F  57 

+ 0.7 

+ 3 

+ 3 

New  Zealand 

5.4 

6.5 

7.5 

9.3 

-F  72 

+ 2 

+ 2 

+ 4 

Czechoslovakia 

4.0 

5.5 

8.4 

9.2 

-F130 

+ 4 

+ 5 

+ 2 

Denmark 

3.6 

4.2 

6.8 

9.2 

-F156 

+ 2 

+ 6 

+ 6 

Yugoslavia 

- 

4.7 

7.5 

8.9'^ 

-F  89^^ 

- 

+ 6 

+ 4' 

Ireland 

3.3 

3.4 

5.4 

8.7 

+ 164 

+ 0.3 

+ 6 

+ 10 

Canada 

4.4 

4.8 

6.6 

8.6 

+ 95 

+ 0.9 

+ 4 

+ 5 

United  Kingdom 

4.9 

5.1 

6.4 

8.4 

+ 71 

+ 0.4 

+ 3 

+ 5 

Netherlands 

2.1 

2.6 

5.5 

8.3 

+ 295 

+ 2 

+ 11 

+ 8 

Germany,  Dem.  Rep. 

1.2 

4.6 

6.1 

8.3 

+ 592 

+ 28 

+ 3 

+ 6 

Poland 

3.0 

3.8 

5.2 

8.2 

+ 173 

+ 3 

+ 4 

+ 10 

USA 

5.0 

4.8 

6.3 

8.1 

+ 62 

- 0.4 

+ 3 

+ 5 

Finland 

1.7 

1.8 

4.3 

6.4 

+ 276 

+ 0.6 

+ 14 

+ 8 

Sweden 

3.6 

3.7 

5.7 

5.9 

+ 64 

+ 0.3 

+ 5 

+ 0.6 

Norway 

2.2 

2.5 

3.6 

4.3 

+ 95 

+ 1 

+ 4 

+ 3 

Peru 

1.2 

1.7 

2.4 

3.1 

+ 158 

+ 4 

+ 4 

+ 5 

Classed  by  order  of  1976  (1975)  consumption 


1960-1976 


1972 


1975 


1960-1975 


1960-1972 


1970-1975 


Sources  of  data:  for  years  1950,  1960,  1970:  Finnish  Foundation  for  Alcohol  Studies  and  WHO  (1977);  for  1976; 
Produktschap  voor  Gedistilleerde  Dranken  (1977) 

Adjusted  estimates:  For  a few  countries  the  total  per  capita  consumption  did  not  include  a figure  for  spirits  and  an 
estimated  amount  has  been  added  based  on  the  average  consumption  level  for  spirits  over  the  next  five-year  period. 
The  amounts  included  (as  litres  100%  ethanol)  are  as  follows:  Peru,  1950:  0.8  1;  Portugal,  1960;  0.5  1;  Spain,  1960; 
2.0  1. 
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Table  4. 


Alcohol  Consumption  in  25  Countries,  i960,  1970,  and  1976 
Per  Capita,  15  Years  and  Older,  in  Litres  of  100%  Ethanol 


Percentage  change 

Per  capita  consumption; 

LITRES  100%  ETHANOL  ToTAL  AvERAGE  ANNUAL 


Country* 

i960 

1970 

1976 

1960- 

1976 

1960- 

1970 

1970- 

1976 

France 

27.32 

23.98 

21.3 

— 

12 

- 

1 

- 

2 

Portugal 

15.32 

15.72 

19.4 

+ 

3 

+ 

0.2 

+ 

4 

Spain 

11.89 

16.89 

19.3 

+ 

42 

+ 

4 

+ 

2 

Luxembourg 

13.75 

16.21 

16.8 

+ 

18 

+ 

2 

+ 

0.6 

Italy 

19.05 

20.73 

16.8 

+ 

9 

+ 

1 

- 

3 

German  Fed.  Rep. 

10.15 

16.04 

15.8 

+ 

58 

+ 

6 

- 

0.2 

Austria 

10.85 

13.29 

14.6 

+ 

23 

+ 

2 

+ 

2 

New  Zealand 

9.49 

11.02 

13.7 

+ 

16 

+ 

2 

+ 

4 

Hungary 

9.15 

12.95 

13.4 

+ 

42 

+ 

4 

+ 

0.6 

Australia 

9.45 

11.68 

13.3 

+ 

24 

+ 

2 

+ 

1 

Switzerland 

12.58 

14.52 

13.2 

+ 

15 

+ 

2 

- 

2 

Belgium 

11.71 

13.21 

13.2 

+ 

13 

+ 

1 

0 

Ireland 

4.90 

7.27 

12.6 

+ 

48 

+ 

5 

+ 12 

Yugoslavia 

6.79 

10.36 

12.0 

+ 

53 

+ 

5 

+ 

3 

Czechoslovakia 

10.38 

14.55 

11.9 

+ 

40 

+ 

4 

- 

3 

Denmark 

6.11 

9.70 

11.8 

+ 

59 

+ 

6 

+ 

4 

Canada 

7.85 

9.58 

11.7 

+ 

22 

+ 

2 

+ 

4 

Netherlands 

3.82 

7.81 

11.1 

+ 104 

+ 10 

+ 

7 

United  Kingdom 

6.80 

8.32 

11.0 

+ 

22 

+ 

2 

+ 

5 

Poland 

6.16 

7.52 

10.8 

+ 

22 

+ 

2 

+ 

7 

USA 

7.83 

9.74 

10.7 

+ 

24 

+ 

2 

+ 

2 

German  Dem.  Rep. 

7.29 

10.47 

10.5 

+ 

44 

+ 

4 

0 

Finland 

3.87 

6.33 

8.1 

+ 

64 

+ 

6 

+ 

5 

Sweden 

5.86 

7.94 

7.4 

+ 

36 

+ 

4 

- 

1 

Norway 

3.56 

4.37 

5.6 

+ 

23 

+ 

2 

+ 

5 

* Classed  by  order  of  1976  consumption 

Sources:  de  Lint,  (1975);  Produktschap  voor  Gedistilleerde  Dranken  (1977);  population  statistics:  International 
Labour  Organisation  (1977);  United  Nations  (1977) 
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Table  5. 


Estimate  of  Number  of  "Drinkers",  "Heavy  Drinkers"  and  "Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 

Population 

Survey 

SURVEYED 

Reference 

surveyed 

METHOD 

Rates 

Definition 

AFRICA 

Rhodesia 

Bulawayo 

May  (1970) 

Africans  in  urban 

Interview 

M=20 

Probable  "alcoholics" 

townships;  representative 
sample 

F = 18 

Salisbury 

Reader  & 

Africans  in  Highfield 

Interview 

M=22 

Probable  "alcoholics" 

May  (1971) 

township;  representative 
sample 

F = 17 

Zambia 

Zambia 

One  large  mine,  35  000 

Questionnaire 

30 

Problem  drinkers 

(1962) 

National 

employees 

to  "respon- 

Council  (1967) 

sible  persons" 

AMERICAS 

Argentina 

100  families  in  suburbs 

Province  of 

Ferrera 

of  La  Plata  in  Buenos 

390 

Including  43%  irregular 

Buenos  Aires 

(1963) 

Aires  Province.  Persons 

and  32%  regular  exces- 

older  than  14  years. 

sive  drinkers  and  25% 
alcoholics 

Buenos  Aires 

Crimson 

General  urban  popula- 

Household 

67 

"Alcoholics" 

(1969-70) 

et  al.  (1972) 

tion  aged  15  years  and 

interview 

over 

survey 

Buenos  Aires 

Tarnopolsky 

44 

"Alcoholics"  (Marconi's 

(1972) 

definition,  1967) 

Section  of 

Tarnopolsky 

Sample  of  736  aged  15 

Household 

M = 39 

Alcoholics 

Greater 

et  al.  (1975) 

years  and  over  from 

survey 

F = 0 

Buenos  Aires 

population  of  450  000 

M = 120 

Excessive  Marconi's 

(Lanus) 

(98.6%  response) 

F = ll 

drinkers  (1967) 

00 

II 

Moderate  definition 

F = 761 

drinkers 

M = 11.5 

F = 22.0 

Abstemious 

Cordoba 

Belascuain 

Population  aged  over 

Surveys 

M=  75 

Alcoholics 

(1971) 

(1978) 

15  years 

F=  4 

M = 105 

F = 13.6 

Excessive  drinkers 

M = 749 

Moderate  drinkers 

F = 799 

M=  70.7 

Abstainers 

Brazil 

Florianopolis 

Vianna  Filho 

100  302  inhabitants: 

1=390.4 

Non-drinkers 

(1974) 

(1978) 

stratified  sample  of 

2=549.4 

2 areas 

1=512.0 

Occasional  drinkers 

1.  Centre:  N=502 

2 = 364.2 

2.  Interior:  N = 162 

1=  97.6 

2 = 86.4 

Frequent  drinkers 

Sao  Paulo 

Azoubel  & 

Most  of  population  of 

M=216 

Abstinent 

(suburb  of 

Ribeiro  da 

a district  of  the  town 

F=365 

Riberao 

Costa  (cited 

M=88,  F = 115 

M=477 

Moderate  drinkers 

Preto) 

in  Horwitz 

F = 522 

(1962) 

et  al.,  1967) 

M = 170 

Excessive  drinkers 

F = 104 

M = 136 

F=  9 

Pathological  drinkers 

T = Total 

M = Male 

F = Female 

N = Number 
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Table  5.  (contd.) 


Estimate  of  Number  of  "Drinkers",  "Heavy  Drinkers"  and  "Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 

Population 

Survey 

SURVEYED 

Reference 

surveyed 

METHOD 

Rates 

Definition 

Canada 

Canada 

MacGregor 

Stratified  probability 

Interview 

M = 147 

14  or  more  drinks  in 

exclusive 

(1978) 

sample  of  4045  adult 

F = 34 

past  7 days 

of  Yukon  & 

Canadians  in  November 

M = 67 

More  than  28  drinks  in 

North  West 
Territory 

& December  1976 

F = 9 

past  7 days 

(1976,  1978) 

Pool  (1978) 

Stratified  probability 

Interview 

M = 139 

14  or  more  drinks  in 

sample  of  2020  adult 
Canadians  in  March  1978 

F=31 

past  7 days 

Ontario 

Gibbins 

43  606  persons  aged 

Contact  with 

16 

Abnormal  drinkers:  i.e. 

(1954) 

(1954) 

20  years  and  over 

agencies: 

problem  drinkers  (habi- 

interviews  of 

tually  indulge  in  alco- 

informants. 

holic  beverages  beyond 

using 

limits  of  normal  drinker); 

questionnaire 

alcohol  addicts;  and 
"chronic  alcoholics" 
(indulged  excessively  10 
years  or  more,  with 
physical  complications) 

Ontario 

Addiction 

Adult  population  aged 

Assembled 

M=50 

At  least  13  oz  (about 

(1969) 

Research 

over  18  years 

detailed  data 

F = 14 

400  ml)  whisky  (or  equi- 

Foundation 

from  various 

valent)  a day 

(1973) 

sources 

M=-107 

9 oz  (about  300  ml) 
whisky  a day 

Ontario 

Gillies  et  al. 

Random  sample  of 

Interview 

110 

Daily  drinkers 

(1975) 

unpublished 

(1975) 

adults  (N  = 1078) 

Ontario 

Smart  & 

Random  sample 

Interview 

104 

"Almost  daily"  users 

(1976) 

Goodstadt 

(1976) 

of  adults 

Ontario 

Smart  & 

Random  sample 

Interview 

106 

"Almost  daily"  users 

(1977) 

Goodstadt 

(1978) 

of  adults 

Manitoba 

Murray 

Random  sample 

1.  Interview 

33 

Experienced  at  least  one 

(1978) 

(1979) 

of  adults  in  Eastman 

2.  Mailed 

of  three  physical  with- 

region 

question- 

34 

drawal  symptoms  in  last 

naire 

12  months 

British 

Cutler  & 

Representative  random 

Questionnaire 

Average  daily  consump- 

Columbia 

Storm  (1973) 

sample  of  population 

tion  of  1.5  or  more 

(1970) 

aged  20  years  and  over 

drinks  and  5 or  6 or 

1.  Laketown:142 

1=160 

more  drinks  "at  least 

2.  Twintown:349 

2 = 180 

once  in  a while"  (1  drink 

3.  Rivertown:358 

3 = 190 

= 360  ml  beer  or  120  ml 
wine  or  45  ml  spirits) 

British 

Macurdy 

Random  sample  of 

Interview 

M=190 

"Daily"  or  "almost" 

Columbia 

& Hollander 

adults 

F=67 

daily  users 

(1978) 

(1978) 

(N  = 1027) 
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Table  5.  (contd.) 

Estimate  of  Number  of  "Drinkers",  "Heavy  Drinkers"  and  "Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 

Population 

Survey 

SURVEYED 

Reference 

SURVEYED 

METHOD 

Rates 

Definition 

Chile 

Santiago 

Marconi  et 

Suburb  of  Santiago, 

Interviews 

M=83 

Alcoholics:  subjects 

Jan-May 

al.  (1955) 

33  450  persons  in  7597 

with 

F=86 

intoxicated  daily  in 

(1954) 

families:  10%  sample 

questionnaire 

preceding  year  (or  at 

aged  15  years  and  over 

least  twice  a week  on 

M=905,  F = 1071 

work  days)  and  those 
who  had  more  than  4 

crises  a year  (each  of  2 
or  more  days  of  repeated 
drunkenness)  with  absen- 
teeism of  more  than  one- 
sixth  of  working  days  a 
year 

M=283 

Excessive  drinkers: 

F=5 

intoxicated  12  or  more 

times  during  the  year, 
each  month,  fortnight  or 
week  but  without  serious 

crises 

Santiago 

Honorato  et 

Mainly  working  popula- 

WHO  (1948)  definitions 

(1956-57) 

al.  (1958) 

tion.  160  000  persons 

191 

Abstinent 

536 

Irregular  moderate 
drinkers 

206 

Regular  moderate 
drinkers 

20 

Excessive  irregular 
drinkers 

25 

Excessive  regular  drinkers 

("alcoholics") 

32 

Alcoholic  addicts  (in 
addition  to  above) 

Population  aged  15 

M = 127 

"Alcoholics" 

years  and  over 

F = 4 

Greater 

Horwitz  et 

1303  336  persons  in 

M = 112 

Alcoholism:  inability  to 

Santiago 

al.  (1958) 

251  279  households: 

F=8 

stop  or  abstain  while 

(1958) 

sample  of  3 communes 

drinking;  if  doubt, 
additional  indicators: 

frequency  of  drunken- 
ness, crises,  withdrawal 

symptoms 

M = 170 

Excessive  drinkers:  drunk 

F=12 

more  than  12  times  in 
one  year 

3 provinces 

Moya  et  al. 

Population  aged  15  years 

Pilot  study 

19 

Alcoholism 

(Antofagasta, 

(1970) 

& over:  3 urban  districts 

Santiago, 

of  Santiago  (43  000 

Cautin) 

inhabitants:  mainly 
middle  class). 

Adjacent  working  class 
district  (10  000 

60 

inhabitants) 

Chiloe  island:  2 towns 
and  a small  village 

34 

Costa  Rica 

Adis  Castro 

General  population: 

Household 

149 

'Problem  drinkers" 

(1966) 

(1970) 

rural  and  urban: 

interview 

aged  15  years  and  over. 

survey 
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Table  5.  (contd.) 


Estimate  of  Number  of  "Drinkers",  "Heavy  Drinkers"  and  "Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 

SURVEYED 

Reference 

Population 

SURVEYED 

Survey 

METHOD 

Rates 

Definition 

Jamaica 

Kingston 

Beaubrun 

Structured  random 

Interviews 

M=380 

From  667  drinks  of  spirits 

(1966) 

(1967) 

sample  of  households. 
Persons  aged  18  years 
and  over  (N  = 1377) 

using 

questionnaire 

F = 80 

or  1000  bottles  of  beer  to 
1333  drinks  of  spirits  or 
2000  bottles  of  beer  a 
year. 

Mexico 

Silva 

Martinez 

(1963) 

Sample  of  public 
employees 

Survey  by 

professional 

nurses 

12.2 

Alcoholism 

Mexico  City 

Cabildo 
(1969)  cited  in 
Fuente  & 
Campillo 
(1977) 

Urban  population  of 
males  aged  15  years  and 
over 

(N=392) 

Interviews  by 

medical 

students 

117 

125 

Loss  of  control  when 
drinking,  incapable  of 
abstaining 
"Excessive  drinkers" 
(Marconi's  definitions, 
1967) 

Morelos 

Maccoby 

Rural  community. 

Interviews  by 

144 

"Alcoholics" 

(1969)  cited  in 
Fuente  & 
Campillo 
(1977) 

population  850,  sample: 
males  aged  15  years  and 
over  (N=209) 

resident 

researchers 

130 

"Excessive  drinkers" 
(Marconi's  definitions, 
1967) 

(1971) 

Bustamente 
(1974)  and 
Ibarra  et  al. 
(1973)  cited  in 
Fuente  & 
Campillo 
(1977) 

Males  and  females 
over  20  years  of  age 

57-70 

"Alcoholics" 

Jellinek's  formula  and 
death  rates  from  liver 
cirrhosis 

Peru 

Lima  (1958) 

Rotondo  et  al. 

Slum  urban  area 

Census  survey 

M = 121 

"Alcoholism":  including 

(1963) 

(Mendocita)  population 
4914  nearly  all  unskilled 

Cornell 

Medical  Index, 
followed  by 
examination 
of  suspected 
cases 

F = 34 

excessive  drinkers  and 
addicts 

Lince  district 

Mariategui 

Population  aged  over  14 

Screening  for 

18 

Alcoholism:  Regular 

of  Lima.  (1962) 

et  al. 

years,  4%  of  all  families 
= 2901  persons  in  593 
families 

suspected 
cases  followed 
by  psychiatric 
examination 

excessive  drinkers  and 
addicts 

Pachacamac 

Rotondo  et  al. 
(1963a) 

Village  near  Lima. 
Population  1224  in  249 
households. 

Random  sample  25% 
population  aged  over  18 
years 

M=55,  F=88 

Cornell 

Medical 

Index 

M = 90.9 

F = 58 

"Alcoholism" 

Caravedo  & 
Valdivia 

Ponce  (1963) 

33  industrial  plants: 
a)  union  leaders  (N=85) 
and  b)  directors  (N=33) 

Cornell 

Medical 

Index 

a)  = 70.5 

b) =63.6 

"Alcoholism" 
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Table  5.  (contd.) 


Estimate  of  Number  of  "Drinkers",  "Heavy  Drinkers"  and  "Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 

Population 

Survey 

SURVEYED 

Reference 

SURVEYED 

METHOD 

Rates 

Definition 

USA 

(1963) 

Mulford 

National  sample  aged 

Interviews 

M=220 

Abstainers 

(1964) 

21  years  and  over 

with 

F = 380 

M = 718,  F = 751 

questionnaire 

M=280 

Light  drinkers  (small  to 

F=360 

large  quantity  once  a 
month  or  less) 

M=370 

Moderate:  (small  to  large 

F=230 

quantity  2-4  times  a 
month) 

M = 130 

Heavy:  (medium  or  large 

F=30 

quantities  — once  a 
week) 

(1964-65) 

Cahalan  et  al. 

Countrywide  random 

Personal 

320 

Abstainers  (drink  > once 

(1969) 

probability  sample  of 

interviews 

a year) 

population  aged  21  years 

150 

Infrequent  (at  least  once 

and  over 

a year,  > once  a month) 

M=1117,  F = 1569 

280 

Light  (at  least  once  a 
month,  low  quantity/ 
variability) 

130 

Moderate  (at  least  once  a 
month,  medium 
quantity /variability) 

170 

Heavy  (at  least  once  a 

M=210 

month,  high  quantity/ 
variability) 

Typically  drinking  nearly 
every  day,  5-6  or  more 
drinks  at  a time  at  least 

occasionally,  or  weekly 
drinking  of  5 or  more 
drinks  on  most  occasions 

(1967)  (1967 

Cahalan  & 

Two  national  random 

Interviews 

35 

Heavy  intake:  12 -F 

and  1969) 

Room  (1974) 

probability  samples  of 

(1-1 V2  hours) 

drinks  at  a time  at  least 

USA  exclusive  of 

men  aged  21-59  years 

once  a week,  or  8-F  at 

Alaska  and 

N = 1561 

least  nearly  every  day 

Hawaii 

95 

12  + drinks  at  least 
monthly  or  8-F  at  least 
weekly  or  5 -F  at  least  4 
times  a week 

108 

8 -F  drinks  at  least 
monthly  or  5-F  drinks  or 
"high"  or  "tight"  at  least 
weekly 

60-240 

Both  samples.  Drinking 
resulting  in  a range  of 
problems  from  police 
problems  to  psycholo- 
gical dependence 
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Table  5.  (contd.) 


Estimate  of  Number  of  "Drinkers",  "Heavy  Drinkers"  and  "Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 

Population 

Survey 

SURVEYED 

Reference 

surveyed 

METHOD 

Rates 

Definition 

USA 

(continued) 
March  1973, 

Johnson  et  al. 

All  drinkers  from 

Analysis  of 

M = 57-66 

"No  problems" 

Jan.  1974, 

(1977) 

national  surveys 

population 

F = 70-77 

Jan.  and 

surveys 

M =23-31 

"Potential  problems" 

June  1975 

F = 19-27 

(2  or  3 of  16  symptoms 
frequently  or  4-7 
sometimes) 

M=8-15 

'Problem  drinkers" 

F=3-6 

(4  or  more  of  16 
symptoms  frequently  or 

8 or  more  sometimes) 

1976 

Johnson  et  al. 

General  population 

M=26 

Abstainer 

(1977) 

F=39 

M=33 

F = 44 

Light  drinker 

M = 24 

Moderate  drinker 

F = 15 

M = 18 

Heavier  drinker 

New  York 

Bailey  et  al. 

Urban  residential  area 

Interview  with 

M=32 

Alcoholics:  specified 

(Washington 

(1965) 

8082  persons  aged  over 

family  infor- 

F=9 

difficulties  due  to 

Heights  District) 

20  years  in  representative  mant  by 

drinking 

(1960-61) 

sample  of  4387  families 

interviewers 
trained  to 
look  for  clues 

New  York  City 

Habberman  & 

Representative  sample 

Interview  with 

M=93 

"Implicative  drinking"  = 

(1963) 

Sheinberg 

aged  20  years  and  over 

questionnaire 

F=36 

present  or  past  problem 

(1967) 

M=322,  F=384 

(10  questions) 

due  to  drinking;  or  at 
least  3 or  4 personal 
reasons  for  drinking;  or 
too  much  drinking  with 
an  acknowledged 
personal  reason 

Monroe  County 

Zax  et  al. 

Records  from 

90 

2 or  more  arrests  for 

NY 

(1967) 

all  community 

public  intoxication  or  a 

agencies 

diagnosis  of  alcoholism 
at  a treatment  agency 

Western  New 

Barnes  & 

1 360  000:  highly  Indus- 

Questionnaire: 

M=110 

abstainers 

York  State:  Erie 

Russell  (1978) 

trialized  stratified  random 

Jessor  et  al. 

F=160 

and  Niagara 

sample  adults  aged  18 

(1968)  version 

M=60 

infrequent  drinkers 

counties  (1975) 

years  and  older 

of  Cahalan 

F=200 

Respondents:  M=478 

et  al.  (1969) 

M=220 

light  drinkers 

F = 561 

F=330 

M=220 

F=200 

moderate  drinkers 

M=390 

heavy  drinkers  (1  or  2 

F=110 

drinks  3 or  more  times  a 

day  up  to  5 or  6 drinks 
twice  a month) 
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Estimate  of  Number  of  “Drinkers",  “Heavy  Drinkers"  and  “Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 

SURVEYED 

USA 

(continued) 
Washington 
County,  Md 

1.  (1971-74) 

2.  (1973) 


Population 

Reference  surveyed 


Celentano  & Rural  area,  systematic 
McQueen  sample  of  households, 
(1978)  persons  aged  over  18 

years 

1.  M=1463 
F = 1852 

2.  M=995 
F = 1190 


Boston  Standard  Wechsler 
Metropolitan  et  al.  (1978) 
Statistical  Area: 

52  cities  and 
towns  (1975) 


Area  probability  sample 
of  all  housing 
units:  persons  aged  18 
years  or  older.  N = 1043 
respondents  = 984 


San 

Francisco 


Clark  (1966)  Probability  sample 
N=991 


EUROPE 


Czechoslovakia 

Prague  Skala  et  al.  Total  population  of 

(1971)  Prague 


Denmark 

Copenhagen  Diderichsen  & Representative  random 

(1964)  Skyum-Nielsen  sample  of  men  aged 

(1969)  30-45  years  residing  in 

Copenhagen  (N=329) 


Survey 

METHOD  Rates 


Interviews  M = 64 

with  F = 4 

questionnaires: 
one  respon- 
dent in  each 
household, 
responses 
weighted  by 
number 
eligible 

M=260 
F = 60 
M=203 
F = 87 
M=128 
F = 36 
M = 64 
F = 4 

Survey  with  167 

2 questions  on  163 

drinking  300 

(quantity,  140 

frequency,  231 

variability) 


M=49 
F = 18 

M = 44 
F = 23 
M=94 
F = 40 


Registered  20 

alcoholics  140 


Interview  with  50 
questionnaire 


Definition 


1.  Alcoholism:  index  of 
uncontrolled  drinking:  9 
questions  about  harmful 
behaviour  associated 
with  alcohol  use. 

2.  Quantity-frequency 
scale,  including  questions 
about  escape  drinking 
and  measures  of  loss  of 
control 

Heavy  intake 

"escape  drinking" 

Heavy  escape  drinking 

Loss-of-control  drinking 

abstainers 
infrequent  drinkers 
light  drinkers 
moderate  drinkers 
heavy  drinkers 

11  indices  of  drinking 
problems 

Excessive  drinking  (heavy 
drinking  and  binge 
drinking) 

Possible  addiction  or 
coping 

Any  1 or  more  of  11 
indices 


Alcoholics 
Excessive  drinkers 

Any  combination  of 
from  2-9  drinking  occa- 
sions in  8 days  previous 
to  survey  and  from  5-  > 
11  drinks  at  each 
occasion 
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Estimate  of  Number  of  "Drinkers",  "Heavy  Drinkers"  and  "Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 

Population 

Survey 

SURVEYED 

Reference 

SURVEYED 

METHOD 

Rates 

Definition 

Finland 

Rural  commun- 

Ahlstrom- 

Males  aged  21-59  years 

Individuals 

70-78 

Any  of  the  following: 

ities  (1968-69) 

Laakso  (1969) 

in  two  rural  communities 

identified  by 

individual  who  leads  a 

registration 

drunken  life,  is  violent. 

files  of  alco- 

drunken  driving. 

holies  and  by 

disorderly  behaviour. 

key  infor- 

arrests  for  drunkenness 

mants 

in  previous  12  months, 
neglect  of  family  and 
work,  burden  to  others, 
in  need  of  treatment 

(1969) 

Makela 

Representative  sample 

Interviews 

M = 110 

> 10  1 of  100%  ethanol 

(1971) 

from  61  urban  and  rural 
municipalities 

M = 1294,  F = 429 

F = 12 

a year 

(1976) 

Sipura 

Representative  sample 

Interviews 

M = 120 

> 10  1 of  100%  ethanol 

(1978) 

of  population  aged  15-69 
years  (N=3000) 

F = 20 

a year 

France 

(1959) 

Sadoun  et  al. 

Proportional  quota 

Interview 

M = 210 

"Drunk  too  much  fairly 

(1965) 

sample  of  population 

F=30 

often" 

aged  20  years  and  over 

T=60 

15  or  more  excessive 

M = 1038,  F = 997 

drinking  episodes 

Saint-Etienne 

Bresard  & 

Representative  sample  of 

Labourers 

> 1 1 wine  a day 

Ruere  (1971) 

706  men  aged  21-65  years 

= 420 

Professionals 

= 100 

France, 

General  population 

Estimate 

40 

"Alcoholics"  Jellinek's 

Inspection 
Generale  des 
Affaires 
Sociales  (1973) 

formula 

(1971) 

Centre  Doria 

Random  sample  aged 

M=270 

3/4  1 wine  and  1 

Marseille,  cited  in 
France,  Inspec- 
tion Generale  des 
Affaires  Sociales 

45-55  years 

F=24 

aperitive  a day 

(1973) 

Germany, 

Federal  Republic 
Bremen  (1973) 

Wieser  & 

Representative  sample 

MaOed 

Alcoholism:  WHO  (1952) 

Feuerlein 

aged  16  years  and  over 

questionnaire 

definition  and  depen- 

(1976) 

(non-institutionalized) 

dence  on  alcohol 

M=237,  F=273 

20-25 

Very  strict  criteria 

30-40 

Less  strict  criteria 

M = 38 

Regular  daily  consump- 

F = 26 

tion  > 100  ml  alcohol 
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Estimate  of  Number  of  "Drinkers",  "Heavy  Drinkers"  and  "Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 

SURVEYED 

Reference 

Population 

SURVEYED 

Survey 

METHOD 

Rates 

Definition 

Greenland 

3 localities 

Selling 

Population  aged  15  years 

Household 

1.0-1. 2 per 

WHO  (1952)  definition 

(1970) 

(1974) 

and  over 

visits 

1000 

households 
had  an 
alcoholic 
member 

(no  figures  for  indivi- 
duals) 

Iceland 

(1966-67) 

Helgason 

General  population 

Search  of 

M = 1.19 

ICD  (8th  revision)  diag- 

(1977) 

(about  200  000) 

records:  All 
Icelanders 
seeking  help 
from  psychia- 
tric services 
for  the  first 
time  and  diag- 
nosed as  alco- 
holic (one 
year  inci- 
dence) 

F=0.31 

nosis.  Alcoholism,  alco- 
holic psychosis  and  drug 
dependence  (nearly  all 
alcoholism).  One-year 
incidence 

Helgason 

3.7%  random  sample  of 

Postal  ques- 

M = 132 

3 or  more  of  9 specified 

(1978) 

all  Icelanders  aged  20-49 
years 

N=3016 

tionnaire, 

80.1% 

response 

F=18 

M = 122 

M=58 

M=31 

symptoms  = alcohol 
abuser 

Registered  by  police  for 
public  drunkenness  in 
last  5 years 

Registered  twice  or  more 
On  psychiatric  register 
for  alcohol  problems 

Italy 

Rome 

Lolli  et  al. 

Systematic  random 

7 day  diet 

M=490 

2-8  1 wine  a week,  i.e. 

(1958) 

sample  representative  of 
general  population 

M = 125,  F = 122 

diary  ques- 
tionnaire 
recorded  by 
subjects 

F=80 

2-9  glasses  a day 

Ireland 

Mullingar  in 
County  West- 

Flynn  (1974) 

Random  sample  aged 

20  years  and  over 

Key  infor- 
mants 

M = 115 
F=20 

"Alcoholics" 

neath  (1974) 

County 

Owens  et  al. 

Random  sample  males 

Interviews 

94 

Preoccupied  with  drink: 

Monaghan 

(1976  & 1977) 

aged  18  years  and  over  with 

(N  = 750  including  sample  questionnaire 

of  237) 

sub-sample 

25-56 

240 

Iowa  scale  of  Mulford  & 
Miller 

Preoccupation  with  alco- 
hol, symptoms  mild  to 
severe 

Heavy  drinkers  - Grade  5 

of  quantity/frequency 
index 
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Estimate  of  Number  of  "Drinkers",  "Heavy  Drinkers"  and  "Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 

Population 

Survey 

SURVEYED 

Reference 

SURVEYED 

METHOD 

Rates 

Definition 

Ireland  and 
England 
Dublin  and 

O'Connor 

Defined  random  samples 

Interviews 

Fathers 

Equivalent  of  25-250 

London 

(1975) 

Irish  (I),  Anglo-Irish 

with 

A-I  =570 

pints  (14-140  1)  of  beer  a 

(A-I),  English  (E)  families 

questionnaire 

1=440 

month  5,6  or  more 

with  children  18-21  years 

E=380 

drinks  a sitting  i.e. 

old 

0.6-6. 1 100%  ethanol  a 

M = 402),„,„  ,, 

P_272)  18-21  years  old 

M18-21  yrs 

month 

Fathers  = 613 

A-I  =800 

Mothers  = 747 

1=680 

E = 700 

Mothers 

Equivalent  of  25-75  pints 

A-I  = 190 

(14-42  1)  of  beer  a 

1=60 

month,  5-6  drinks  a 

E=120 

sitting,  i.e.  0.6-1. 8 1 

100%  ethanol  a month 

F18-21  yrs 
A-I  =520 

1=200 

E = 280 

F18-21  yrs 

Equivalent  of  75-250 

A-I  = 90 

pints  (42-140  1)  of  beer  a 

1=30 

month,  5-6  or  more 

E=50 

drinks  a sitting,  i.e. 

1. 8-6.0  1 100%  ethanol 
a month 

M18-21  yrs 
A-I  =600 

1=300 

E = 400 

Norway 

(1962) 

Wallace 

Socioeconomically 

Interview. 

M=130-330 

Abstainers  (range  in  4 

(1972) 

representative  national 

Analysis  of 

F =270-530 

districts) 

sample  aged  18  years  and 

drinking  in 

M=200-500 

Regular  drinkers  (mini- 

over 

previous  year 

F= 80-310 

mum  of  one  type  of 

M=2040,  F = 1914 

beverage  once  a week,  2 
types  each  once  a fort- 
night, 3 types  each  once 
in  3 weeks) 

Poland 

Swi^cicki 

(1961,  1962) 

National  sample,  aged 

Questionnaires  780 

Moderate  drinkers; 

(1968) 

18  years  and  over 

circulated  by 

nearly  weekly  up  to  1/4 

N=3000 

Public  Poll 

1 vodka  or  equivalent 

Centre,  Polish 

80 

Heavy  drinkers:  twice  a 

Radio  and 

week  or  more  often. 

Television 

more  than  300  ml  vodka 

at  one  sitting  ( = > 12  1 
100%  ethanol  a year) 
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Area,  Date 

Population 

Survey 

SURVEYED 

Reference 

SURVEYED 

METHOD 

Rates 

Definition 

Poland 

(continued) 

(1968) 

Falewicz 

National  sample  aged 

Questionnaire 

M =99(101)  Drank  no  vodka 

(1972) 

18  years  and  over 

survey  by 

F = 321(413) 

Towns  M = 704 

Public  Poll 

M=407(457)Drank  up  to  4 1 a year 

(Country)  (M  = 719) 

Centre,  Polish 

F=524(474)  (40%  ethanol) 

Towns  F = 705 

Radio  and 

M=270(261)Drank  4-16  1 a year 

(Country)  (F  = 738) 

Television 

F =92(72) 

M=187(162)Drank  > 16  1 a year 

F=36(6) 

about 

500 

Drank  wine 

20-50 

Drank  up  to  4 1 domestic 
wine  a year  (as  40% 
ethanol) 

Sweden 

(1947) 

Essen-Moller 

Rural  population  aged 

Personal  inter- 

M = lll 

"Asociality,  alcoholic 

et  al.  (1956) 

over  15  years 

view  (free 

F=21 

abusers" 

N=2520 

history)  and 
record  search 

Sweden 

(South) 

Hagnell  & 

Representative  sample  of 

Interview, 

M=103 

Alcoholics  having  one  or 

(1957) 

Tunving 

males  in  geographically 

observation. 

more  of  the  following: 

(1972) 

defined  areas  aged  20 

data  from 

increased  tolerance  of 

years  and  over 

external 

alcohol  and  thereby 

N = 950 

sources 

increased  consumption, 
pathological  desire  for 
alcohol,  recovery  require- 
ment, blackout 

Switzerland 

Valais 

Calpini  et  al. 

10  communes  in  Canton 

M = 116 

"Alcoholics"  Jellinek's 

(1958-59) 

(1963) 

Valais,  sample  of  persons 
aged  over  14  years 

F = 12 

formula 

Battig 

Males 

Estimates 

M=37 

160  g 100%  ethanol  a 

(1967) 

M=98 

day  or  more 

80-159  g 100%  ethanol  a 
day 

M=865 

< 80  g 100%  ethanol  a 
day 

(1975)  (French- 

Wiithrich  & 

Representative  sample  of 

Interviews 

M=18 

160  g 100%  ethanol  a 

and  German- 

Hausheer 

all  Swiss  residents  aged 

with 

F=2 

day  or  more 

speaking  Switzer- 

(1977) 

15-17  years 

questionnaire 

M=63 

80-159  g 100%  ethanol  a 

land)  (1976) 

(N=818) 

F=5 

day 

(Italian-spjeaking 

M=919 

< 80  g 100%  ethanol  a 

Switzerland) 

F=993 

day 

(N=942) 

Interviews 

290 

Drink  daily 

with 

330 

Drink  1-6  times  a week 

questionnaire 

260 

Drink  twice  a month  or 
less  often 

110 

No  consumption  in  last  2 
years 
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Area,  Date 
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Survey 

SURVEYED 

Reference 

SURVEYED 

METHOD 

Rates 

Definition 

Switzerland 

(continued) 

(N=942) 

Interviews 

130 

Heavy  drinkers  (Type  I 

with 

of  a quantity-frequency- 

questionnaire 

(60-290) 

variability  index) 
(Variation  between  8 
regions:  most  in  Italian- 
speaking part) 

110 

abstinents  (Type  V) 

(90-190) 

(most  in  mountainous 

area) 

United  Kingdom 

England  and 

Wales 

Cambridge- 

Moss  & 

Population  aged  15  years 

Detailed 

M=6.2 

Evidence  of  regular  or 

shire 

Davies 

and  over,  excluding 

record  search 

F = 1.4 

periodic  heavy  drinking 

(1963-64) 

(1968) 

undergraduate  students 

in  consultation 

between  1961  and  1964, 

M = 68  020 

with  agencies. 

together  with  evidence  of 

F = 74  644 

Interview  of 

ill-effects  attributable  to 

(not  sampled) 

informants 
with  question- 

drinking 

naire 

London 

Edwards  et  al. 

Representative  sample 

Structured 

M = 70 

Abstainers:  no  alcohol  in 

suburb 

(1972) 

in  6 housing  estates 

questionnaire 

F=100 

previous  year 

(1965) 

1039  persons  aged  over 

with  probes 

M = 170 

Occasional  drinkers: 

18  years,  89%  response 

F=360 

drank  1-2  times  in  6 

M=408,  F=520 

M=90 

months 

Infrequent  - light:  1-2 

F=200 

times  a month,  6 drinks 
on  each  usual  occasion 
(54  g) 

M=250 

Frequent  - light:  1-2  times 

F=280 

a week,  or  more  often, 
up  to  4 drinks  a time, 

(36  g,  100%  ethanol) 

M=260 

Moderate:  moderate 

F=60 

frequent  to  heavy  infre- 
quent drinking 

M = 140 

Heavy:  at  least  twice  a 

F=0 

week,  > 6 drinks  (54  g) 
on  usual  occasion 

London 

Edwards  et  al. 

408  males  and  502 

25  questions 

M=61.3 

Problem  drinkers:  5 or 

suburb 

(1972a) 

females  from  above 

on  "troubles 

11 

more  troubles 

(1972b) 

study 

with  drinking" 

M = 12 

Alcohol  dependence:  5 or 
more  troubles  plus 
morning  "shakes"  and 
drank  in  morning  to 
relieve  hangover  > 4 
times  in  past  year 

66 


Table  5.  (contd.) 


Estimate  of  Numbers  of  "Drinkers",  "Heavy  Drinkers"  and  "Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 
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SURVEYED 

Reference 
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METHOD 

Rates 

Definition 

England  & 

Wales 

(continued) 

London 

Edwards  et  al. 

Borough  population 

Reports  by 

M=8.6 

"Labelled"  alcoholism: 

suburb 

(1973) 

aged  16  years  arid  over 

selected 

F = 1.3 

cases  reported  as  having 

(borough) 

M=61  100,  F = 69  700 

agencies  of 

T = 4.7 

evidenced  symptoms  of 

(1965-66) 

residents  of 

problem  drinking  1 April 

borough  with 
notable 

1965  to  31  March  1966 

drinking 

problems 

London 

Cartwright  et 

Random  sample  based 

Interview 

612 

Consumed  alcohol  in 

suburb 

al.  (1975; 

on  electoral  register, 

with 

previous  week:  average 

1976) 

persons  aged  18  years 

questionnaire 

4 drinks  a day 

and  over:  response  rate 

143 

Last  drink  one  month  to 

80%  M=286 

640 

one  year  previously 

Drank  0-9.9  drinks  in  the 
week 

160 

Drank  10-19.9  drinks 

109 

Drank  20-39.9  drinks 

75 

Drank  40-59.9  drinks 

17 

Drank  > 60  drinks 

21 

Excessive  drinking 

21 

Dependence  on  alcohol 

35 

Problems  from  drinking 

56 

Alcohol  abusers,  based 
on  at  least  one  of  above 

Hore 

General  adult  popu- 

Estimate 

10-20 

Jellinek's  formula 

(1976) 

lation 

"Alcoholics" 

Northern 

Ireland 

Borough  of 

Blaney  & 

Random  sample  of 

Questionnaire 

M=51 

Abnormal  drinkers 

Lame  (1971) 

Radford 

persons  aged  18  years 

F = 0 

according  to  scale  of 

(1973) 

and  over 

preoccupation  with 

M = 181,  F = 179 

drinking 
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SURVEYED 

Reference 

surveyed 

METHOD 

Rates 

Definition 

Scotland 

Dight  (1976) 

Representative  national 

Interviews 

M = 740 

Regular  drinkers 

(1972) 

sample  from  electoral 

F = 460 

registers  aged  17V2  years 

M = 220 

Occasional  drinkers 

and  over 

F = 420 

M = 1613,  F = 840 

M=50 

F = 12 

Non-drinkers 

Detailed 

M = 70 

51  units  (459  g 100% 

analysis  of 

F=0 

ethanol)  or  more  in  the 

previous 

week  (a  unit  = the  usual 

week's 

measure  for  one  drink  of 

drinking 

M = 190 
F=10 

beer,  wines  or  spirits  = 
about  9 g 100%  ethanol) 
21-50  units  (189  g-450  g) 

M = 160 

11-20  units  (99  g-180  g) 

F=30 

M = 150 
F=90 

6-10  units  (54  g-90  g) 

M = 180 
F=330 

1-5  units  (9  g-45  g) 

Highlands  and 

Whittet 

Total  population  over 

T=6.2 

"Alcoholics" 

Islands 

(1970) 

15  years  of  age 

M = ll.l 

WHO  Definition  (1052) 

(1967-69) 

Yugoslavia 

N=140  000 

F = 1.5 

Commune  of 

Stojilkovic 

Representative  sample 

189 

"Proved  alcoholics" 

Croatia 

et  al.  (1972) 

Males  aged  20-50  years 

216 

"Excessive  drinkers" 

SOUTH-EAST 

ASIA 

India 

Pondicherry 

Surya  et  al. 
(1964) 

3.6 

Addicted  to  alcohol 

Vellore 

Verghese  et 
al.  (1972) 

2 

Alcohol  addicts 

West  Bengal 

Elnagar  et 
al.  (1971) 

Rural  population 

10.8 

Alcohol  addicts 

West  Bengal 

Nandi  et  al. 
(1976) 

Rural  community 

19 

Alcohol  addicts 

Punjab 

Mohan  et  al. 

Rural  areas 

M=40 

Alcohol  addicts  (based 

(1977) 

M=2064,  F = 1536 

F=0.6 

on  expressed  craving) 

Punjab 

Mohan  et  al. 

General  population 

Random 

M = 583 

Alcohol  users 

(1978) 

Rural  areas. 

selection 
interview  with 
precoded 
schedules 

F=15 
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Table  5.  (contd.) 


Estimate  of  Numbers  of  "Drinkers",  "Heavy  Drinkers"  and  "Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 

Population 

Survey 

SURVEYED 

Reference 

SURVEYED 

METHOD 

Rates 

Definition 

India 

(continued) 

Punjab 

All  members  aged  above 

M = 15 

Daily  average  ethanol 

15  years  in  a household 

(1.5%  of 

consumption  100-200  ml 

M=2064 

F = 1536 

users) 

1276  households 

M=30 

Daily  average  ethanol 

spread  over  24  villages 

(3% 

consumption  above 

in  3 districts 

of  users) 

200  ml 

Lai  & Singh 

Village  (population 

Interviews, 

M=496 

Alcohol  users  (0-100  ml 

(1978) 

6699)  in  Sangrur 

checked 

F=0 

ethanol  a day. 

District:  sample  of  10% 

against  other 

M = 15.1 

Daily  average  consump- 

of  houses,  persons  aged 

information 

tion  100-200  ml  ethanol 

10  years  and  over; 

(3.02%  of  users) 

N=497 

M = 6.2 

Daily  average  consump- 
tion 210  ml  ethanol  and 
above  (1.25%  of  users) 

Sri  Lanka 

Wijesinghe 

Semi-urban  population 

Total  popu- 

M = 13.1 

"Alcoholism",  rated 

(1975) 

et  al.  (1978) 

7653  Etui  Kotte  ward  of 

lation 

F=0.0 

moderate  or  severe: 

Kotte  Urban  Council, 

screened  by 

age  45-54: 

excessive  alcohol  intake 

6 miles  from  Colombo 

social  workers 

M = 74.4 

leading  to  physical. 

using  Stan- 

age  25 -h 

psychological  or  social 

dardized 

M=28.7 

harm.  Excessive  = at 

interview; 

least  1/4  bottle  spirits 

probable 

(or  equivalent)  3 days  a 

cases  exa- 

week  for  at  least  6 

mined  by 

months  of  the  year  for 

psychiatrists 

2 years 

WESTERN 

PACIFIC 

Australia 

Sydney 

Encel  et  al. 

Systematic  random 

Interviews 

M = 480 

Heavy  drinkers:  at  least 

Metropolitan 

(1972) 

sample  of  1000  house- 

with 

F = 150 

1-2  times  a month. 

area  (1968-69) 

holds,  persons  aged  15 

questionnaire 

modal  quantity  5 or 

years  and  over,  81.5% 

more  drinks  on  an  occa- 

response 

sion;  at  least  3-4  times  a 

M=373,  F=447 

M = 190 

week,  5 or  more  drinks; 
at  least  nearly  daily  3 or 
more  drinks 

Moderate  - frequent 

II 

o 

drinkers:  1-4  times  a 
week  3-4  or  more  drinks 

M = 70 

Moderate  - infrequent 

F=130 

drinkers:  2-3  times  a 
month  3-4  or  more 
drinks  about  once  a 
month  but  at  least  once  a 
year  3-4  drinks 

M=60 

Light  - frequent  drinkers; 

F = 140 

at  least  nearly  every  day, 
modal  quantity  1-2 
drinks 
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Table  5.  (contd.) 


Estimate  of  Numbers  of  "Drinkers",  "Heavy  Drinkers"  and  "Alcoholics"  per 
1000  Total  of  Specified  Population  Surveyed  in  Various  Countries 


Area,  Date 

SURVEYED 

Reference 

Population 

surveyed 

Survey 

METHOD 

Rates 

Definition 

Australia 

(continued) 

M = 110 
F=290 

M=90 

F = 180 

Light  - infrequent 
drinkers:  at  least  once  a 
year,  less  than  once  a 
week,  never  > 1-2  drinks 
on  an  occasion 

Abstainers:  drink  no 
alcohol  as  often  as  once 
a year 

Sydney  suburb 

George 

Random  household 

Questionnaire 

M=266 

Daily  drinking  (no 

(1971) 

(1972) 

sample.  Persons  aged 
14-65  years 

N=639 

filled  in  by 
subject 

F = 167 

amounts  specified) 

Sydney 

Reynolds  et 

Adults  passing  through 

Questions 

M=390 

Drank  some  alcohol  on 

(1976) 

al.  (1976) 

a "medicheck"  screening. 
N=8516 

during 

medical 

screening 

F=210 

M = 113 

F = 16 

most  days  or  every  day 

6 or  more  drinks  a day 
(quantity  not  stated) 

Sydney 

Sargent 

Students  at  3 univer- 

Questionnaire 

M=320 

Idigh  consumption  by 

(1963) 

(1971) 

sities  (four  cultural 
groups)  Australians: 

M = 1708,  F = 637 

F = 160 

slightly  modified  Knupfer 
and  Room  (1964) 
classification 

Japan 

Nishinomiya 

(1965) 

Sargent 

(1967) 

Systematic  random 
sample  aged  19-70  years, 
more  subjects  under  30 
years  and  over  50  years 
than  in  general  popula- 
tion N = 170 

Interview 

M=390 

Typically  drinking  more 
than  once  a week  in 
medium  or  large 
amounts 

Tokyo 
Metropolitan 
Area  (1976) 

Kono  et  al. 
(1977) 

Stratified  random 
sample:  1500  persons 
aged  15-69  years; 
respondents  M=565, 

F = 617 

Random  sample  803 
drinkers 

Questionnaire 

Kurihama 
Alcoholism 
Screening  Test 

M=846 

F=528 

M=306 

F=36 

57 

3 

Drink 

Drink  daily 

Problem  drinkers 

Serious  problem  drinkers 
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Table  6. 


Admissions,  to  Hospitals  or  Psychiatric  Units,  with  Diagnoses  of 
Alcoholism  and  Alcoholic  Psychosis 


Number 

Rate  per 

% OF 

Date  of 

OF 

lOO  ooo 

TOTAL 

Nature  and  place  of 

Area  surveyed 

Reference 

Diagnosis 

SURVEY 

PATIENTS 

POPULATION 

ADMISSIONS 

TOTAL  ADMISSION 

AFRICA 

Madagascar 

Madagascar 

Alcoholic 

1974 

M=328 

M=4.05 

M=0.22 

Admissions  to  general 

Ministere  de 

psychosis 

F=392 

F = 4.82 

F=0.09 

and  specialized  health 

la  Sante 

and 

facilities 

(1974) 

alcoholism 

Zambia 

Haworth 

Alcoholism 

1975 

74 

5.5 

Admissions  to  only 

(1977) 

mental  hospital  in 

Zambia  (in  Lusaka) 

AMERICAS 

Argentina 

Belascuain 

Alcoholism 

1972 

479 

30.6 

Admissions  to  psy- 

Province  of 

(1978) 

in  history 

chiatric  services 

Cordoba 

of  patients 

1975 

1059 

50.0 

Admissions  to  psy- 

with  diag- 

chiatric  services 

nosis 

neurosis  or 

psychosis 

Brazil 

Cerqueira 

Alcoholic 

1950 

1700 

8.8 

All  psychiatric  services: 

(1968) 

psychosis 

1955 

3413 

11.0 

public,  private. 

1960 

6557 

14.0 

social  security 

1965 

11063 

15.0 

Canada 

Statistics 

Alcoholism 

1966 

M=6181 

61 

13 

First  admissions  to  psy- 

Canada 

& alcoholic 

F = 919 

10 

chiatric  wards  & 

Canada 

psychosis 

institutions 

(1976) 

M = 7951 

F = 953 

18 

Readmissions  to  above 

1971 

M=8611 

80 

18 

First  admissions  to 

F = 1500 

14 

above 

M = 7045 
F = 1459 

17 

Readmissions  to  above 

1976 

M = 8635 

75 

17 

First  admissions  to 

F = 1851 

16 

above 

M=7516 
F = 1601 

14 

Readmissions  to  above 

USA 

Kramer 

Alcohol 

1946 

M=6976 

10.3 

14 

First  admissions  to  State 

(1977) 

disorders 

F = 1435 

2.0 

3 

and  County  mental 
hospitals 

1972 

M =32 873  33.0 

34 

First  admissions  to  State 

F = 3915 

3.7 

9 

and  County  mental 
hospitals 

1955 

M=  14  024  17.7 

11.8 

Resident  patients  in 

F = 3234 

3.9 

3.5 

State  and  County 
mental  hospitals 

1973 

M = 11 815  11.8 

9.0 

Resident  patients  in 

F = 3791 

3.5 

3.2 

State  and  County 
mental  hospitals 

EUROPE 

Austria 

Ozarin 

Alcohol- 

annually 

2400 

60 

University  Psychiatric 

(1973) 

related 

Clinic,  Vienna:  male 

problems 

admissions  (serves 

Vienna  and  Burgenland) 

Alcoholics 

1967 

50 

State  Mental  Hospital 

1972 

40 

Vienna:  male  admissions 

Alcoholics 

annually 

1100 

100 

Kalksburg  Clinic  for 

alcoholics 
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Table  6.  (contd.) 


Admissions,  to  Hospitals  or  Psychiatric  Units,  with  Diagnoses  of 
Alcoholism  and  Alcoholic  Psychosis 


Number 

Rate  per 

% OF 

Date  of 

OF 

lOO  ooo 

TOTAL 

Nature  and  place  of 

Area  surveyed 

Reference 

Diagnosis  survey 

PATIENTS 

POPULATION 

ADMISSIONS 

TOTAL  ADMISSION 

Belgium 

Casselman 

Primary  1964-65 

M = 17.5 

Admissions  to  Univer- 

(1974) 

alcoholism  1972 

M=32 

sity  Psychiatric  Centre, 
Bierbeek 

Bulgaria 

Alcoholic 

892 

10.4 

Admissions  to  specia- 

psychosis 

lized  and  general 

Chronic 

alcoholism 

9496 

110.7 

institutions 

CzECHOSLO- 

Skala 

Alcoholism  1964 

M=2789 

First  admission  to  psy- 

VAKIA 

(1971) 

F = 181 

chiatric  establishments 

1966 

M=3250 

24 

First  admission  to  psy- 

F=206 

chiatric  establishments 

1966 

M=3269 

24 

Repeated  admissions  to 

F=204 

above 

1967 

7180 

13 

Admissions  to  psy- 
chiatric establishments 

Denmark 

Nielsen 

Primary  1954 

M=675 

74 

M = 16.1 

Admissions  to  psy- 

(1965) 

and 

F=48 

F=0.9 

chiatric  wards  in 

secondary 

Copenhagen 

alcoholism 

M=291 

9 

M = 14.0 

Admissions  to  psy- 

F=24 

F=0.8 

chiatric  wards  outside 
Copenhagen 

1959 

II 

81 

M = 15.7 

Admissions  to  psy- 

F=55 

F = 1.0 

chiatric  wards  in 
Copenhagen 

1960 

M=507 

15 

M=8.8 

Admissions  to  psy- 

F = 42 

F=0.5 

chiatric  wards  outside 
Copenhagen 

Finland 

Walsh  & 

Alcoholism  1968 

M = 89.9 

First  admissions  to 

Walsh 

and 

F = 5.3 

psychiatric  hospitals 

(1973) 

alcoholic 

psychosis 

Virtanen 

Alcoholism  1972 

18.5 

Percentage  of  all  treat- 

(1977) 

8.5 

ment  days  in  mental 
hospitals 

Percentage  of  all  treat- 
ment days  in  general 
hospitals 

France 

Godard  & 

Alcoholism 

M=37 

Admissions  to  psy- 

Francfort 

and 

F=8 

chiatric  hospitals 

(1972) 

alcoholic 

M =25-45 

Admissions  to  general 

psychosis 

F=5-8 

hospitals 

Var 

France.  Sec- 

Alcoholism  1968 

25 

Patients  in  psychiatric 

retariat 
general  du 
Gouveme- 
ment  (1977) 

hospitals  in  Var 

Loire 

France. 

Alcoholism  1974 

32 

Patients  in  psychiatric 

Secretariat 

hospitals  in  Pays  de  la 

general  du 
Gouveme- 
ment  (1977) 

Loire 
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Admissions,  to  Hospitals  or  Psychiatric  Units,  with  Diagnoses  of 
Alcoholism  and  Alcoholic  Psychosis 


Number 

Rate  per 

% OF 

Date  of 

OF 

lOO  ooo 

TOTAL 

Nature  and  place  of 

Area  surveyed 

Reference 

Diagnosis  survey 

PATIENTS 

POPULATION 

ADMISSIONS 

TOTAL  ADMISSION 

Germany, 

Federal 

Republic 

Baden- 

Degwitz  & 

Alcoholism 

21 

Admissions  to  Lander 

Wiirtenberg 

Schulte 

(county)  psychiatric 

(1973) 

hospitals 

Diisseldorf 

Ozarin 

Primary:  annually 

600 

30 

Admissions  to  Graffen- 

(1973) 

alcoholism 

berg  mental  hospital 

Freiburg 

Degwitz  & 

Alcoholism 

8.1 

Admissions  to  psy- 

Schulte 

(1973) 

chiatric  polyclinics 

Hamburg 

Degwitz  & 

Alcoholism 

19.5 

Admissions  to  Lander 

Schulte 

(1973) 

psychiatric  hospitals 

Mannheim 

Feuerlein  & 

Alcoholism 

7.0 

Admissions  to  psy- 

Kunstmann 

(1973) 

chiatric  polyclinics 

Miinich 

Feuerlein  & 

Alcoholism 

11.0 

Admissions  to  psy- 

Kunstmann 

(1973) 

chiatric  polyclinics 

Miinich-Haar 

Feuerlein  & 

Alcoholism 

17.0 

Admissions  to  Lander 

Kunstmann 

(1973) 

psychiatric  hospitals 

Munich 

Feuerlein  et 

Alcoholism: 

10.0 

Admissions  to  the 

al.  (1977) 

not  de- 
tected on 
admission, 
but  later 

general  hospital 

Rhineland 

Heinrich  & 

32.4 

Admissions  to  Rhein- 

Muller  (1977) 

isches  Landes 
Krankenhaus 

Germany, 

Alcoholism  1960 

513 

Admissions  to  mental 

Expert  Com- 

1965 

1050 

hospitals 

mission 

1970 

2889 

(1975) 

1973 

4535 

Ireland 

Walsh  & 

Alcoholism  1964 

23.9 

10.7 

First  admissions  to 

Republic  of 

Walsh  (1973) 

and 

alcoholic 

psychosis 

psychiatric  hospitals 

O'Hare  & 

Alcoholism  1974 

70 

First  admissions  to 

Walsh  (1976) 

and 

psychiatric  hospitals 

alcoholic 

psychosis 

and  units 

Alcoholism  1974 

180 

First  and  readmissions 

and 

alcoholic 

psychosis 

to  above 

O'Hare  & 

Alcohol-  1974 

33 

Admissions  to  general 

Walsh  (1976) 

related 

disorders 

hospitals 

(including 

withdrawal 

accidents) 
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Admissions,  to  Hospitals  or  Psychiatric  Units,  with  Diagnoses  of 
Alcoholism  and  Alcoholic  Psychosis 


Number 

Rate  per 

% OF 

Date  of 

OF 

lOO  ooo 

TOTAL 

Nature  and  place  of 

Area  surveyed 

Reference 

Diagnosis 

SURVEY 

PATIENTS 

POPULATION 

ADMISSIONS 

TOTAL  ADMISSION 

Italy 

Bonfiglio  et 

Alcoholic 

1947 

900 

1.9 

4.6 

First  admissions  to  all 

al.  (1976) 

psychosis 

1950 

1480 

3.3 

6.6 

public  psychiatric 

1962 

2784 

6.3 

9.8 

hospitals 

Norway 

Norwegian 

Alcoholic 

1970 

225 

6 

First  admissions  to 

Office  of 

psychoses 

1975 

324 

8 

mental  hospitals 

Statistics 

and 

(1976) 

alcoholism 

Alcoholism 

1975 

16  456 

411 

Patients  admitted  to 
State-owned  or  autho- 
rized institutions  for 
alcoholics 

Poland 

Bukowczyk 

Alcoholism 

1955 

5.7 

Admissions  to 

et  al.  (1971) 

1965 

4372 

14 

13.0 

psychiatric  hospitals 

1967 

8321 

26 

Admissions  to  general 
hospitals  and  specialized 
institutions 

Wald  et  al. 

Alcoholic 

1956 

630 

M = 4.2 

First  admissions  to 

(1977) 

psychosis 

1975 

2453 

F=0.4 

M = 13.5 

F = 0.9 

psychiatric  hospitals 

1975 

3.4 

Discharges  from 
psychiatric  hospitals 

Portugal 

Guilherme 

Alcohol- 

1972 

1786 

21 

15.9 

Admissions  to  hospitals 

Ferreira 

related 

and  psychiatric 

(1976) 

problems 

institutions 

Spain 

Santo 

Alcoholism 

1967-69 

M=30 

First  admission  to 

Domingo 

F=  6 

psychiatric  institutions 

(1972) 

M=29 

t:  A 

Readmissions  to  above 

Sweden 

Goransson  & 

Alcoholism 

1968 

13  770 

r — 4 

164 

Admissions  to  closed 

Ording  (1972) 

psychiatric  care 

Sweden 

Alcoholism 

1975 

19  000 

230 

Treated  in  psychiatric 

NBHW,  1978 

clinics  or  hospitals 

Sweden 

Alcoholism 

1972 

50  000 

Treated  at  special  out- 

NBHW, 

patient  clinics  for 

1978a 

alcoholics 

Sweden 

Alcoholic 

1975 

12.5 

Admitted  to  closed 

NBHW, 

1978 

psychosis 

psychiatric  ward 
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Admissions,  to  Hospitals  or  Psychiatric  Units,  with  Diagnoses  of 
Alcoholism  and  Alcoholic  Psychosis 


Number 

Rate  per 

% OF 

Date  of 

OF 

lOO  ooo 

TOTAL 

Nature  and  place  of 

Area  surveyed 

Reference 

Diagnosis 

SURVEY 

PATIENTS 

POPULATION 

ADMISSIONS 

TOTAL  ADMISSION 

Switzerland 

Switzerland 

Alcoholism 

1958-70 

13 

Admissions  to  psy- 

Commission 

and  its 

chiatric  establishments 

federale 

conse- 

contre 

quences 

I'alcoolisme 

(1975) 

Secretariat 

Alcoholism 

1970 

M=20.4 

First  admissions  to  60% 

Antialcooli- 
que  Suisse 
(1976) 

F=  4.7 

of  psychiatric  hospitals 

Institut 

Alcoholism 

1977 

Men  aged  20-59  in 

Suisse  de 

Primary 

583 

9 

10 

medical  wards  in  acute 

Prophylaxie 
de  I'AJcool- 

Secondary 

1488 

23 

hospitals 

isme  (1979) 

United 

UK.  DHSS 

Alcoholic 

1949 

439 

1 

Admissions  to  National 

Kingdom 

(1979) 

psychosis 

Health  Service  mental 

England  and 

or  alcoho- 

1969 

6689 

13.7 

hospitals  & units 

Wales 

lism: 
primary 
diagnosis. 
Primary  & 

1964 

6583 

13.9 

secondary 

19701 

8708 

17.8 

diagnosis. 

1976 

14  557 

29.6 

Alcoholism 

1964 

3007 

6.3 

Discharges  & deaths 

1970 

2865 

5.9 

from  non-psychiatric 

1974 

3851 

7.8 

hospitals 

Alcoholic 

1964 

215 

0.5 

psychosis 

1970 

176 

0.4 

1974 

329 

0.7 

Northern 

UK.  DHSS 

Primary 

1962 

900 

64 

Admissions  to  all 

Ireland 

(1976) 

and 

hospitals 

secondary: 

alcoholic 

1973 

1500 

100 

psychosis 

and 

alcoholism 

Scotland 

UK.  DHSS 

Primary 

1959 

900 

17 

Admissions  to  all 

(1976) 

and 

secondary: 

Alcoholic 

psychosis 

and 

alcoholism 

1973 

5000 

96 

hospitals 

' Before  1970  "depression  not  otherwise  stated"  was  considered  the  primary  diagnosis  when  coupled  with  alcoholism.  Since  1970  it  has 
been  considered  as  the  secondary  diagnosis  and  alcoholism  the  primary  diagnosis. 
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Admissions,  to  Hospitals  or  Psychiatric  Units,  with  Diagnoses  of 
Alcoholism  and  Alcoholic  Psychosis 


Number 

Rate  per 

% OF 

Date  of 

OF 

lOO  ooo 

TOTAL 

Nature  and  place  of 

Area  surveyed 

Reference 

Diagnosis 

SURVEY 

PATIENTS 

POPULATION 

ADMISSIONS 

TOTAL  ADMISSION 

SOUTH-EAST 

ASIA 

Thailand 

Plianbang- 

Chronic 

1-2 

outpatients 

chang  (1979) 

alcoholics 

4.5 

inpatients  psychiatric 

or  patients 

and  neurological  clinics 

with 

of  general  and  special- 

alcohol- 

related 

disabilities 

ised  hospitals 

WESTERN 

PACIFIC 

Australia 

Brisbane 

Smithurst 

Alcoholism 

1964 

M = 12.3 

Admissions  to  general 

(1965) 

F=3.0 

hospitals 

New  South 

McCulloch 

Alcoholism 

1972-3 

M=26 

First  admissions  to 

Wales 

(1976) 

F=  6.4 

psychiatric  hospitals 

M=37.2 
F=  8.3 

All  admissions  to  above 

Australia. 

Alcoholism 

1973-4 

M = 1228 

M = 51.7 

M=21 

First  admissions  to 

Common- 

and 

F=  292 

F = 12.3 

F=  5 

psychiatric  institutions 

wealth 

alcoholic 

M=3604 

M = 151.7 

M = 62 

Readmissions  to  above 

Department 
of  Health 

psychosis 

F=  689 

F=  29.1 

F = 12 

(1978) 

Queensland 

Australia. 

Alcoholic 

1973 

M=3306 

M = 341.8 

Admissions  to  public 

Common- 

psychosis 

F=  565 

F=  59.4 

hospitals  and  private 

wealth 

and 

M=2889 

M=271.9 

licenced  hospitals 

Department 
of  Health 

alcoholism 

1976 

F=  450 

F=  42.9 

(1978) 

Australia. 

Alcoholism 

1976 

49.9 

Admissions  to 

Queensland 
Department 
of  Health 
(1976) 

psychiatric  hospitals 

Victoria 

Australia 

Alcoholism 

M=20.7 

First  admissions  to 

Victorian 

F=  5.0 

psychiatric  hospital 

Parliament 

M = 12.3 

All  patients  in 

(1976) 

F=  2.9 

psychiatric  hospitals 

Whole  country 

MacNamara 

Alcoholism 

1974 

12 

Admissions  to  general 

(1974) 

40 

hospitals 

Admissions  to 

psychiatric  hospitals 

Japan 

Tokyo 

Yamamuro 

Addictive 

1959 

259 

2.4 

Admissions  to 

(1972) 

mental  dis- 
orders — 

1969 

1575 

6.6 

psychiatric  hospitals 

mostly 

alcoholics 
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Table  7. 


Mortality  from  Cirrhosis  of  the  Liver  in  26  Countries 
WITH  Complete  Data  for  Period 

1955-1959  AND  FOR  1971  AND  I974,  RaTE  PER  lOO  OOO  POPULATION,  BY  SeX 


Males  Females 


Country 

Period 

1955-59 

Year 

1971 

Year 

1974 

Period 

1955-59 

Year 

1971 

Year 

1974 

Rate’ 

Position 

Rate’ 

Position 

Rate’ 

Position 

Rate’ 

Position 

Rate’ 

Position 

Rate’ 

Position 

America 

Canada 

8.80 

14 

14.24 

13 

16.0 

13 

5.19 

15 

7.73 

14 

7.3 

13 

Chile 

49.22 

1 

71.87 

1 

39.0 

5 

23.73 

1 

28.56 

1 

15.4 

6 

United  States 

15.42 

10 

22.52 

8 

21.2 

10 

8.25 

10 

11.65 

7 

10.6 

9 

Venezuela 

24.44 

5 

21.92 

10 

9.1 

17 

15.24 

4 

10.59 

8 

4.3 

20 

Asia 

Israel 

6.68 

16 

8.20 

18 

7.5 

19 

5.26 

14 

6.31 

16 

4.9 

18 

Japan 

18.37 

9 

22.36 

9 

19.7 

11 

12.63 

5 

10.52 

9 

7.3 

12 

Europe 

Austria 

25.13 

4 

43.26 

5 

49.3 

1 

9.92 

8 

14.26 

6 

17.9 

4 

Belgium 

9.96 

13 

13.09 

14 

17.8 

12 

5.87 

13 

8.18 

12 

11.2 

8 

Czechoslovakia 

10.25 

12 

21.53 

11 

24.6* * 

7 

7.47 

11 

8.84 

11 

9.7* 

10 

Denmark 

6.04 

17 

10.03 

16 

12.5 

15 

9.88 

9 

8.07 

13 

8.4 

11 

Finland 

5.25 

19 

6.19 

19 

8.3 

18 

3.67 

22 

3.38 

21 

2.8 

24 

France 

38.27 

3 

48.04 

3 

47.6 

2 

18.23 

3 

20.06 

3 

18.6 

2 

Germany, 

Fed.  Kep.  of 

19.35 

8 

32.09 

6 

37.8 

6 

10.62 

6 

14.41 

5 

17.0 

5 

Hungary 

11.01 

11 

16.66 

12 

21.3 

9 

7.32 

12 

9.63 

10 

11.3 

7 

Ireland 

2.76 

25 

2.90 

26 

4.8 

24 

1.82 

26 

2.21 

26 

2.6 

26 

Italy 

24.17 

6 

14.73 

4 

46.4 

3 

10.17 

7 

15.90 

4 

18.1 

3 

Netherlands 

4.66 

20 

5.47 

21 

5.7 

22 

4.07 

18 

3.75 

19 

3.4 

22 

Norway 

3.69 

23 

4.43 

22 

5.5 

23 

3.88 

20 

2.89 

23 

2.7 

25 

Portugal 

40.03 

2 

50.64 

2 

44.7 

4 

20.08 

2 

24.94 

2 

19.9 

1 

Sweden 

5.42 

18 

10.28 

15 

15.1 

14 

4.13 

17 

5.46 

17 

6.0 

15 

Switzerland 

22.00 

7 

24.29 

7 

23.0 

8 

5.07 

16 

6.86 

15 

6.9 

14 

United  Kingdom 

England  and 

Wales 

2.70 

26 

3.05 

25 

3.8 

26 

2.19 

25 

2.66 

25 

3.4 

23 

Northern  Ireland 

3.01 

24 

3.50 

24 

4.2 

25 

3.15 

23 

2.88 

24 

4.5 

19 

Scotland 

4.51 

21 

4.37 

23 

7.2 

20 

3.77 

21 

3.52 

20 

5.4 

16 

Oceania 

Australia 

7.05 

15 

8.82 

17 

11.6 

16 

3.96 

19 

4.44 

18 

4.9 

17 

New  Zealand 

4.22 

22 

5.58 

20 

7.2 

21 

2.62 

24 

3.12 

22 

3.7 

21 

^ Rate  per  100  000  population,  standardized  by  the  direct  method;  standard  population  Switzerland  1971 

*1973 

Figures  for  1955-1959  and  1971:  WHO  (1976) 

Figures  for  1974:  WHO  (1977) 
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Table  8. 


Mortality  from  Cirrhosis  of  the  Liver,  Rate  per  too  ooo  Population, 
Total  and  by  Sex,  and  Percentage  of  All  Causes  of  Death,  1974  (or  1975) 


Rate  per  loo  ooo  population  % causes 


Total 

Males 

Females 

OF  DEATH 

America 

Canada 

11.6 

16.0 

7.3 

1.57 

Chile 

27.0 

39.0 

15.4 

3.48 

Costa  Rica 

5.8 

7.7 

3.9 

1.17 

Cuba 

5.6 

6.3 

4.8 

0.96 

Dominican  Republic 

9.1 

12.3 

5.9 

1.57 

Ecuador 

5.6 

7.7 

3.5 

0.61 

Honduras 

5.6 

6.8 

4.4 

0.85 

Martinique 

20.7 

23.7 

17.9 

3.22 

Mexico 

19.3 

28.9 

9.6 

2.60 

Panama 

3.2 

3.7 

2.6 

0.57 

Puerto  Rico 

25.4 

40.5 

10.9 

3.96 

Trinidad  and  Tobago 

11.0 

17.2 

4.4 

1.74 

USA 

15.8 

10.6 

1.72 

Uruguay 

8.2 

12.4 

3.9 

0.87 

Venezuela 

6.7 

9.1 

4.3 

1.05 

Asia 

Israel 

6.2 

4.9 

0.83 

Japan 

13.4 

7.3 

2.06 

Japan  (1975) 

13.6 

7.5 

2.15 

Philippines 

4.1 

6.4 

1.8 

0.6 

Singapore 

6.4 

s 

3.4 

1.22 

Singapore  (1975) 

6.4 

2.6 

1.25 

Thailand 

5.5 

3.3 

0.87 

Thailand  (1975) 

3.2 

4.9 

1.6 

0.54 

Europe 

Austria 

32.7 

49.3 

17.9 

2.61 

Austria  (1975) 

32.5 

49.4 

17.5 

2.55 

Belgium 

14.4 

17.8 

11.2 

1.21 

Bulgaria 

7.2 

10.2 

4.3 

0.74 

Bulgaria  (1975) 

8.1 

11.4 

4.9 

0.79 

Czechoslovakia  (1973) 

16.9 

24.6 

9.7 

1.46 

Denmark 

10.4 

12.5 

8.4 

1.02 

Denmark  (1975) 

10.7 

12.7 

8.7 

1.07 

Finland 

5.5 

8^  , 

2.8 

0.58 

France 

32.8 

C47.6y 

18.6 

3.13 

German  Dem.  Rep.  (1975) 

12.5 

9.4 

0.87 

German  Fed.  Rep. 

26.9 

37.8 

17.0 

2.30 

Greece 

13.6 

19.0 

8.4 

1.59 

Hungary 

16.2 

21.3 

11.3 

1.35 

Hungary  (1975) 

18.2 

24.9 

11.9 

1.47 

Iceland 

3.3 

4.6 

1.9 

0.47 

Iceland  (1975) 

0.9 

0.9 

0.9 

0.14 

Ireland 

3.7 

4.8 

2.6 

0.33 

Italy 

31.9 

46.4 

18.1 

3.33 

Luxemburg 

30.8 

42.9 

18.9 

2.57 

Netherlands 

4.5 

5.7 

3.4 

0.56 

Netherlands  (1975) 

4.7 

6.0 

3.4 

0.57 

Norway 

4.1 

5.5 

2.7 

0.41 

Poland 

9.7 

12.3 

7.2 

1.18 

Poland  (1975) 

10.1 

13.2 

7.3 

1.17 

Portugal 

31.3 

44.7 

19.4 

2.84 

Portugal  (1975) 

34.5 

51.0 

19.9 

3.33 
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Table  8.  (contd.) 

Mortality  from  Cirrhosis  of  the  Liver,  Rate  per  loo  ooo  Population, 
Total  and  by  Sex,  and  Percentage  of  All  Causes  of  Death,  1974  (or  1975) 


Rate  per 
Total 

lOO  ooo  POPULATION 

Males  Females 

% ALL  CAUSES 

OF  DEATH 

Europe  (continued) 

Romania 

21.3 

26.8 

15.9 

2.34 

Spain 

22.5 

31.2 

14.2 

2.65 

Sweden 

10.5 

15.1 

6.0 

1.0 

Sweden  (1975) 

12.2 

17.0 

7.4 

1.13 

Switzerland 

14.8 

23.0 

6.9 

1.67 

Switzerland  (1975) 

12.8 

19.6 

6.2 

1.45 

England  and  Wales 

3.6 

^2 

3.4 

0.3 

Northern  Ireland 

4.3 

4.5 

0.39 

Scotland 

6.3 

7.2 

5.4 

0.51 

Scotland  (1975) 

5.9 

7.2 

4.7 

0.49 

Yugoslavia 

13.3 

19.0 

7.8 

1.58 

Oceania 

Australia 

8.3 

11.6 

4.9 

0.95 

New  Zealand 

5.4 

7.2 

3.7 

0.65 

Source:  WHO  (1977) 
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Liver  Cirrhosis  Mortality  Rates:  Paris  1907-56 


Year 

Source:  Bruun  et  al.  (1975),  based  on  Ledermann  (1964) 
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4. 

LEGAL,  ADMINISTRATIVE  AND  PRICE 
CONTROLS  AND  THEIR  IMPACT 


4.1  Objectives  and  Total  Impact  of  Legal  Controls 

An  important  and  comprehensive  critical  review  of  legal,  administrative  and  price 
controls  on  the  availability,  distribution  and  consumption  of  alcoholic  beverages  was  prepared 
in  1970  for  the  Addiction  Research  Foundation  of  Toronto.  Revised  versions  of  the  document 
have  since  been  published  (Popham  et  ah,  1974,  1975,  1976,  1976a),  and  some  of  this  material 
was  used  for  the  collaborative  project  on  alcohol  control  policies  (Bruun  et  ah,  1975).  These 
sources  are  drawn  upon  the  following  subsections  and  additional  examples  are  provided. 


The  great  variety  of  control  legislation  in  different  countries  seems  to  have  been  enacted 
for  three  main  purposes.  One  has  been  the  promotion  of  temperance  and  the  concomitant 
prevention  of  individual  and  broader  social  problems.  A second  has  been  to  ensure  an  orderly 
response  to  the  demand  for  a commodity.  A third  is  to  ensure  that  a percentage  of  the  profits  to 
be  expected  from  production  of  alcoholic  beverages  goes  to  the  State  as  revenue  through  licens- 
ing and  sales  taxes.  Although  these  objectives  may  sometimes  be  compatible  — for  example  an 
increase  in  price  through  taxation  may  lead  to  a decline  in  consumption  — authorities  are  often 
faced  with  the  dilemma  of  their  dissonance  — a lowering  of  consumption  may  lead  to  a decline  in 
revenue  which  cannot  easily  be  secured  through  other  channels. 


Some  administrators  and  research  workers  have  looked  more  closely  at  legal  controls 
and  their  impact,  both  currently  and  in  an  historical  perspective,  in  the  expectation  of  reducing 
the  complexity  of  existing  legislation  and  of  gearing  the  controls  to  more  clearly  defined  objec- 
tives. Among  the  difficulties  of  assessing  the  effect  of  control  regulations  are  the  facts  that 
changes  usually  take  place  gradually  (e.g.  liberalization  of  controls)  several  changes  may  be 
made  at  the  same  time  and  the  effects  of  other  influences  (e.g.  increasing  affluence)  may  be  dif- 
ficult to  separate  out  (Smart,  1977). 


Reviewing  research  on  control  measures,  de  Lint  (1976)  concludes  that  minor  variation  in 
density,  location  and  type  of  outlet,  hours  and  days  of  sale,  or  many  other  regulations  on  con- 
text of  drinking,  have  no  measurable  effect  on  the  rates  of  alcohol  consumption.  Rapid  changes, 
however,  with  an  overall  policy  of  relaxing  a number  of  controls,  seem  to  have  facilitated  signifi- 
cant increases  in  rates  of  consumption.  Popham  et  al.  (1976),  reviewing  the  effects  of  legal 
restraint  of  drinking,  draw  attention  to  three  apparent  points  of  agreement  between  those  who 
have  studied  the  matter:  "(1)  Highly  restrictive  controls  of  accessibility  lead  to  lower  consump- 
tion and  fewer  alcohol  problems;  (2)  such  controls  are  unlikely  to  be  implemented  in  the  absence 
of  substantial  public  support;  and  (3)  such  controls  are  apt  to  involve  costs  that  eventually  will 
be  perceived  to  outweigh  their  benefits  . . . ."  It  should  also  be  kept  in  mind  that  the  effectiveness 
of  preventive  measures  may  vary  from  time  to  time  and  may  be  highly  dependent  on  specific  cir- 
cumstances. 
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Studies  were  carried  out  in  the  USA  (one  by  the  Rutgers  Center  of  Alcohol  Studies)  at  the 
request  of  the  Moreland  Commission  to  examine  the  relationship  of  alcohol  beverage  control 
(ABC)  laws  and  the  problems  related  to  the  use  of  alcohol.  Differences  in  commercial  controls 
used  by  different  states  had  no  apparent  effect  on  alcohol  consumption.  Differences  in  severity  of 
ABC  laws  are  only  remotely  related  to  arrest  figures  and  there  was  no  apparent  relationship  be- 
tween alcoholism  rates  and  types  of  ABC  laws  (New  York  (State)  Moreland  Commission  on  the 
ABC  law,  1963). 

More  recently  the  US  Department  of  Health,  Education  and  Welfare,  in  its  report  to 
Congress  (NIAAA,  1974)  stated  that  'The  US  system  of  alcohol  controls  is  a chaotic  relic.  It  pro- 
vides little  support  in  mitigating  alcohol  problems  and  may  induce  a counterproductive  am- 
bivalence among  the  public".  A recommendation  was  therefore  made  for  reevaluation  of  current 
laws  and  regulations  to  see  if  they  were  fulfilling  their  intended  purpose.  This  was  done  and  the 
report  (Medicine  in  the  Public  Interest,  Inc.,  1976)  stresses  that  the  specific  public  policy  goals  of 
the  existing  ABC  system  need  to  be  formulated  more  clearly.  At  present,  although  the  laws  and 
regulations  may  affect  consumption  and  have  public  health  consequences,  the  main  focus  is  on 
economic  issues  and  regulations  affecting  industry.  Public  safety  (e.g.  in  traffic)  and  welfare 
issues  (e.g.  government  revenue)  are  considered  but  there  is  little  understanding  that  public 
health  issues  should  be  of  concern  in  the  reshaping  of  the  ABC  system.  The  report  discusses  the 
many  barriers  that  must  be  overcome  to  achieve  changes  in  the  system;  they  include:  the 
unrealistic  desire  for  rapid  change;  the  existence  of  significant  vested  and  legitimate  economic  in- 
terests; the  complexity  and  emotional  content  of  the  subject  matter;  the  absence  of  coherence  and 
consistency  in  the  existing  ABC  system;  the  paucity  of  information  on  the  actual  effects  of  ABC 
laws  and  of  various  prevention  strategies;  the  absence  of  organizational  and  institutional  linkages 
which  will  ensure  that  health  issues  receive  adequate  consideration;  and  the  absence  of  an  effec- 
tive influence  group  that  advocates  a position  other  than  regulating  maximum  availability.  In  at 
least  one  state  (California)  considerable  attention  is  being  given  to  these  complex  matters  and  the 
requirements  and  possibilities  for  change.  Detailed  preliminary  reviews  have  been  prepared  as 
part  of  the  project  on  International  Study  of  Alcohol  Control  Experiences. 

There  has  been  much  controversy  over  the  total  impact  of  tightening  up  or  relaxation  of 
the  various  legal  controls.  In  England  and  Wales,  for  example,  the  Report  of  the  Departmental 
Committee  of  Liquor  Licensing  (the  Erroll  Report,  1972)  made  over  100  recommendations  that 
would  represent  a relaxation  of  regulations.  For  instance,  the  suitability  of  premises  was  propos- 
ed as  the  main  criterion  for  granting  a licence,  rather  than  consideration  of  need  for  such 
premises  in  the  area.  Other  proposals,  such  as  extension  of  opening  hours,  reducing  legal  age  for 
purchase  in  pubs  from  18  to  17  years  of  age  and  allowing  children  under  14  into  specially  licensed 
pubs  also  serving  food,  met  with  considerable  criticism  and  opposition  on  the  part  of  the  public 
and  health  authorities  (Robinson,  1974).  A similar  report  was  drawn  up  for  Scotland  by  the 
Departmental  Committee  on  Liquor  Licensing  (1973;  the  Clayson  report).  Clayson  (1977) 
showed  that  in  1976,  as  compared  with  England  and  Wales,  the  Scottish  population  had  an 
almost  identical  per  capita  consumption  of  alcohol,  but  the  Scottish  facilities  were  far  more 
restricted,  and  the  permitted  hours  for  purchase  and  consumption  were  much  more  limited:  the 
result,  according  to  Clayson,  has  been  greater  social  pressure  in  Scotland  to  drink  and  conse- 
quently greater  misuse  of  alcohol.  This  is  corroborated  by  a comparison  of  statistics  for  several 
indices  of  alcohol-related  problems.  The  conclusion  was  drawn  that  by  relaxing  the  Scottish 
licensing  law  the  social  pressure  to  drink  would  be  lessened  and  alcohol-related  problems  would 
be  reduced.  Many  of  the  proposals  put  forward  in  the  Clayson  report  were  incorporated  in  the 
Licensing  (Scotland)  Act,  1976,  and  the  impact  is  being  studied.  However,  Clayson  notes  that, 
although  the  old  idea  of  diminishing  alcohol  misuse  by  restricting  opportunities  to  purchase  and 
consume  may  have  been  valid  when  disposable  incomes  were  modest,  it  is  certainly  not  valid  to- 
day when  disposable  incomes  are  large  and  increasingly  spent  on  alcohol.  Additional  preventive 
measures  are  required:  notably  health  education  and  taxation. 
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Glatt  (1974)  states  that  both  the  Erroll  and  the  Clayson  reports  disregard  the  public 
health  implications  of  their  recommendations.  The  Erroll  Report  suggests  that  factors  such  as  the 
prevailing  economic  atmosphere  may  have  contributed  to  the  dramatic  decline  in  alcohol-related 
absenteeism,  mortality  and  accidents  in  Britain  during  the  first  world  war,  when  restrictive  con- 
trol laws  were  adopted,  but  Glatt  points  out  that  other  nations  under  the  same  socioeconomic 
conditions  which  did  not  enact  restrictive  measures  did  not  show  a similar  decrease. 


4.2  Control  of  Production  and  Trade 
Prohibition 

The  outstanding  examples  of  national  efforts  to  limit  production  of  alcoholic  beverages 
have  occurred,  of  course,  during  times  of  prohibition.  As  pointed  out  in  Bruun  et  al.  (1975)  there 
can  be  little  doubt  that  in  the  early  years  of  prohibition  in  several  countries  where  it  is  no  longer 
in  force  (Canada,  Finland,  Norway,  USA)  "all  indicators  of  alcohol  problems  reached  the  lowest 
level  yet  achieved  in  any  period  for  which  there  are  relevant  data".  Prohibition  is  still  officially 
enforced  in  Libya,  Saudi  Arabia,  the  Yemen  Arab  Republic,  Kuwait,  Qatar  and  parts  of  India,  as 
Vv^ell  as  in  Egypt,  Jordan  and  Iraq  during  Ramadan.  In  Bahrein,  local  production  and  use  are  pro- 
hibited but  importation  and  use  by  foreigners  is  permitted.  Some  additional  countries  are  now 
attempting  to  enforce  prohibition. 

There  is  considerable  evidence  that  there  is  widespread  support  for  such  controls  at  times 
but  that  attempts  at  complete  prohibition  tend  to  break  down  after  a period.  In  Canada,  for  ex- 
ample, the  Dunkin  Act  prior  to  Confederation  provided  for  prohibition  within  municipalities 
based  on  local  option  plebiscites.  Quebec  was  the  only  province  in  Canada  not  to  implement 
prohibition.  In  the  other  provinces  it  lasted  from  five  years  (British  Columbia:  1916-1921)  to  48 
years  (Prince  Edward  Island:  1900-1948).  In  the  USA,  prohibition  laws  were  enacted  in  the  19th 
century  in  a number  of  states.  National  prohibition  of  all  alcoholic  beverages  was  enacted  as  a 
constitutional  amendment  following  wartime  Prohibition  at  the  end  of  the  first  world  war. 
Alcohol  consumption  fell  in  the  early  years  of  Prohibition  (see  Warburton,  1932),  but  reached  an 
estimated  one-third  of  the  previous  level  by  the  end  of  prohibition;  by  the  early  1930s,  the 
lawlessness  seen  as  associated  with  the  illegal  trade,  the  impact  of  the  depression  and  changing 
values  led  to  the  repeal  of  prohibition  in  1933  (21st  Amendment  of  the  National  Prohibition  Act), 
leaving  to  the  states  the  responsibility  for  determining  the  type  of  liquor  legislation  to  be 
adopted.  Prohibition  continued  in  one  or  two  states  as  late  as  the  1960s. 

Trade  policies  have  played  an  important  role  in  prohibition  and  the  development  of 
alcohol  control  in  some  countries.  In  Finland,  for  example,  delay  in  prohibition  was  caused, 
among  other  factors,  by  the  French  threat  to  discontinue  discussions  concerning  a large  financial 
loan.  Prohibition  finally  came  into  force  in  1917  but  was  overthrown  in  1931  when  70%  of 
voters  in  a referendum  voted  in  favour  of  permitting  production  and  sale  of  all  spirits  (Sariola, 
1954).  Total  prohibition  went  into  effect  in  Iceland  in  1915,  but  on  the  insistence  of  certain  wine- 
producing  countries  the  importation  of  wines  containing  not  more  than  21%  alcohol  was  permit- 
ted, and  in  1935  prohibition  was  repealed.  A 1943  amendment  permitted  local  option  (Rogind, 
1959).  In  Norway,  prohibition  lasted  for  11  years  (1916-1927)  and  in  Russia  for  10  years 
(1914-1924).  Breakdown  in  prohibition  seems  to  have  been  caused  partly  by  increase  in  concomi- 
tant problems  (illicit  production,  illicit  importation,  with  the  resultant  loss  of  local  income  and 
sometimes  health  damage  from  impurities  in  illicit  beverages,  loss  of  tourist  trade).  In  general, 
however,  it  would  seem  that  decline  in  prohibition  and  relaxation  in  alcohol  control  policies  in 
some  countries  have  been  a reflection  of  many  other  social  and  cultural  changes  following  the 
second  world  war.  In  other  countries,  notably  those  of  the  Moslem  world,  such  changes  seem  to 
have  come  about  more  slowly. 
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This  trend  towards  liberalization  is  apparently  changing  again,  though,  in  some  areas:  de 
Lint  et  al.  (1975)  refer  to  the  results  of  recent  surveys  in  North  America,  indicating  that  a large 
segment  of  the  general  public  now  support  legal  restraints  on  alcohol  availability.  Some  com- 
munities have  in  fact  voted  themselves  dry. 

Among  the  Moslem  populations  of  a number  of  countries,  the  Koranic  injunctions  were 
for  centuries  widely  observed  and  the  use  of  alcohol  was  effectively  curbed.  With  the  rapid 
changes  in  sociocultural  and  economic  conditions,  and  the  impact  of  other  cultures  through  in- 
creased communications  and  availability  of  consumer  goods,  a widening  gulf  can  be  observed 
between  the  former  picture  of  relative  abstinence,  and  the  present  situation  where  smuggling,  il- 
legal production,  and  drinking  of  alcohol  destined  for  other  purposes  are  causing  grave  concern. 
In  some  cases  this  has  led  to  a tightening  up  of  regulations  and  an  imposition  of  heavy  punish- 
ment; in  others,  there  has  been  a general  relaxation  of  laws  and  customs. 

An  overview  of  prohibition  in  India  has  recently  been  published  (India,  Government 
1977).  It  states  that  disapproval  of  the  consumption  of  alcoholic  beverages  was  shown  among  the 
diverse  religions  and  cultures  of  India  throughout  history.  With  the  advent  of  the  British,  use  of 
alcohol  became  a status  symbol  and  the  states  became  aware  of  the  value  of  alcohol  as  a source 
of  revenue.  Social  reformers  in  the  19th  century  pressed  for  prohibition,  which  was  adopted  in 
1920  as  an  essential  part  of  the  Mahatma  Gandhi's  programme  of  reconstruction.  When  popular 
Ministries  were  established  in  1937,  the  State  of  Madras,  Central  Provinces  and  Berar,  Bihar, 
Orissa  and  North  West  Frontier  Province  enacted  prohibition  in  selected  areas.  When  the 
popular  Ministries  resigned  in  1939,  these  laws  were  annulled. 

In  the  Constitution  of  India  Article  47  enjoins  that  'The  State  shall  regard  the  raising  of 
the  level  of  nutrition  and  the  standard  of  living  of  its  people  and  the  improvement  of  public 
health  as  among  its  primary  duties  and,  in  particular,  the  State  shall  endeavour  to  bring  about 
prohibition  of  the  consumption  except  for  medical  purposes  of  intoxicating  drinks  and  of  drugs 
which  are  injurious  to  health".  Responsibility  for  fulfilling  this  obligation,  however,  rests  with 
the  individual  state  governments  and  total  prohibition  is  now  in  force  only  in  the  states  of  Gu- 
jarat and  Tamil  Nadu,  and  in  selected  areas  in  Uttar  Pradesh,  Rajasthan,  Maharashtra  and  Kar- 
nataka. The  possibility  of  establishing  national  prohibition  has  been  examined  by  several  com- 
mittees. The  Prohibition  Enquiry  Committee  of  1954  suggested  how  such  a programme  could  be 
developed.  In  1960,  the  Ministry  of  Home  Affairs,  in  consultation  with  the  State  governments, 
set  up  a Central  Prohibition  Committee  to  advise  the  Government  on  a phased  introduction  of 
prohibition.  The  work  devolved  upon  the  Department  of  Social  Welfare  in  1968  and  the  commit- 
tee was  reconstituted  at  intervals.  It  now  serves  as  a standing  committee  to  the  Government  and 
is  headed  by  the  Union  Minister  in  charge  of  Social  Welfare.  A Study  Team  of  Prohibition  was 
appointed  in  1963,  headed  by  Justice  Tek  Chand,  to  study  the  working  of  prohibition  in  the  dif- 
ferent states.  The  comprehensive  report,  submitted  in  1964,  contains  an  analysis  of  the  drinking 
patterns  and  attitudes  in  different  regions  in  relation  to  social  and  economic  repercussions  of  the 
existing  policies  toward  prohibition.  Various  aspects  of  alcohol  problems  are  scrutinized.  Pro- 
posals are  made  for  offsetting  financial  losses  where  state  revenue  is  diminished  through  prohibi- 
tion and  recommendations  are  given  for  strengthening  the  legal  framework.  A plea  is  made  for 
involving  voluntary  agencies  in  the  implementation  of  prohibition  and  a plan  is  developed  for 
extending  relevant  educational  work.  Resolutions  and  provisions  concerning  prohibition  have 
been  made  in  the  various  five-year  plans,  from  1956.  The  third  five-year  plan  document  reviews 
the  implementation  of  the  prohibition  programme,  noting  that  although  some  state  governments 
had  responded,  progress  in  the  country  as  a whole  had  been  slow.  Subsequently  some  dry  states 
or  areas  again  became  wet.  Financial  provisions  were  made  centrally  to  help  compensate  for  loss 
of  revenue  to  individual  states  or  districts  introducing  prohibition  for  the  first  time.  Parts  of  only 
three  states  availed  themselves  of  this  offer  and  one  became  wet  again  after  a short  time.  In  1973, 
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1974  and  1975,  the  Government  approved  a series  of  measures  aimed  at  reducing  alcohol  con- 
sumption and  preparing  for  total  prohibition.  They  did  not  have  the  desired  impact  and  the 
Government  resolved  that  from  October  1975  a minimum  programme  for  prohibition  should  be 
pursued  by  the  states. 

A set  of  prohibition  guidelines  was  formulated  and  distributed  in  1978  (India,  Govern- 
ment of,  undated)  based  on  the  Government's  acceptance  of  the  recommendation  made  by  the 
Central  Prohibition  Committee  in  July,  1977,  for  enforcement  of  total  prohibition  in  four  years. 
The  10-point  programme  for  immediate  steps  is  as  follows: 

1.  The  number  of  dry  days  in  a week  should  be  increased  from  two,  as  at  present,  to  four  per 
week  in  1979,  six  in  1980  and  the  entire  week  in  1981.  Neighbouring  States  should  be  consulted  in 
the  fixing  of  dry  days.  Pay  days  should  invariably  be  dry  days  as  also  Martyrs  Day,  Gandhi 
Jayanti  and  all  important  religious  festivals. 

2.  Drinking  should  be  banned  immediately  in  public  places  like  hostels,  hotels,  restaurants, 
clubs  and  at  public  receptions. 

3.  Liquor  advertisements  should  be  discontinued. 

4.  No  new  licences  should  be  given  for  distilleries,  breweries,  retail  liquor  shops,  etc.  anywhere. 

5.  Licences  expiring  within  the  next  one  year  should  not  be  renewed. 

6.  Within  the  next  12  months,  licences  should  be  withdrawn  for  shops  located  near  industrial, 
irrigation  and  other  projects  or  on  highways  and  in  residential  areas.  There  should  be  no  such 
shop  near  educational  institutions,  religious  places  and  colonies  of  workers. 

7.  Personal  example  should  be  set  by  leaders  of  public  opinion  including  Ministers,  Members  of 
Parliament  and  Members  of  Local  Authorities. 

8.  Government  servants  should  not  merely  be  barred  from  drinking  in  public.  They  should  also 
set  an  example  by  completely  giving  up  drinking.  Drunkenness  while  on  duty  should  be  severely 
punished.  Suitable  provisions  in  the  Conduct  Rules  governing  State  Government  servants  should 
be  made  in  the  light  of  Rules  made  for  the  Central  Government  servants. 

9.  Motor  Vehicles  (Amendment)  Act,  1977  should  be  strictly  enforced. 

10.  Regional  meetings /committees  for  smoother  implementation  of  prohibition  should  be 
organized. 

State  Governments  were  also  advised  about  long-term  steps  which  would  include 
development  of  i)  a minimum  permit  system  (e.g.  for  addicts,  resident  foreigners),  ii)  de- 
addiction centres  and  welfare  of  families  of  addicts,  iii)  alternatives  to  alcoholic  beverages,  iv) 
alternative  avenues  of  employment  for  those  concerned  in  alcohol  trade,  v)  educational 
measures;  as  well  as  reduction  of  i)  alcohol  content  of  beverages  ii)  production  of  alcohol  for 
potable  purposes  (to  zero  by  1980). 

At  a meeting  of  the  reconstituted  Central  Prohibition  Committee,  in  July  1978,  all  the 
States  and  Union  Territories  reaffirmed  their  determination  to  bring  about  prohibition  in  four 
years  ending  31  March  1982.  Reports  were  made  on  the  progress  towards  this.  Nearly  all  the 
States  had  already  enforced  one  or  several  of  the  measures  outlined  in  the  guideline.  In  par- 
ticular, the  number  of  shops  selling  liquor  had  been  reduced,  production  had  been  stabilized  or 
reduced  and  the  number  of  dry  days  increased. 

The  Prime  Minister  strongly  encouraged  the  implementation  of  total  prohibition,  and 
by  tradition  many  of  the  population  favour  such  a move.  However,  some  feel  that  national 
prohibition  is  not  feasible  and  that  partial  prohibition  will  only  encourage  flow  of  liquor  across 
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state  and  district  boundaries  as  well  as  increase  in  illicit  production  in  dry  states.  Against  this 
conclusion  Justice  Tek  Chand  (personal  communication)  has  pointed  out  that  illicit  production 
may  in  fact  be  greater  in  wet  than  in  dry  states,  because  government  annual  permits  for  sale  of 
liquor  are  costly  so  that  the  storekeepers  are  loth  to  buy  only  from  the  legal  government 
sources  and  in  fact  encourage  illicit  production  sold  to  them  at  lower  prices.  The  respondent 
also  affirmed  that  social  conditions  in  Gujarat  had  greatly  improved  as  a result  of  prohibition. 
The  President  of  the  9th  All  India  Prohibition  Conference  underlined  the  need  for  studies  in 
India  to  demonstrate  the  effects  of  reduced  availability  of  alcohol  on  consumption  patterns  and 
related  problems  (Nayar,  1978). 

Government  Monopolies  and  State  Control 

Following,  or  instead  of,  prohibition,  attempts  were  made  in  a number  of  countries  to 
control  production  and  distribution  of  alcoholic  beverages  by  means  of  state  monopolies.  This 
is  still  the  situation,  for  example,  in  Czechoslovakia,  Finland,  Hungary,  Poland,  Norway, 
Sweden  and  the  USSR,  in  some  Canadian  provinces  and  some  states  of  the  USA,  and  in  Costa 
Rica.  The  purpose  of  state  ownership  is  not  necessarily  to  limit  production  and  the  primary 
aim  may,  in  fact,  be  to  stimulate  production  with  the  aim  of  increasing  state  revenue. 
However,  the  existence  of  a state  monopoly  may  simplify  attempts  to  control  total  production 
or  change  types  of  beverages  produced. 

An  example  of  such  a monopoly  is  found  in  Finland,  where  the  Liquor  Act,  which  came 
into  force  in  1932  at  the  end  of  prohibition,  established  a state  monopoly  company  with  wide  ad- 
ministrative authority  entitled  Oy  Alko  Ab.  Important  decisions  are  made  by  Alko's  ad- 
ministrative council,  appointed  by  the  government  in  proportion  to  the  political  parties  in  Parlia- 
ment for  periods  of  three  years.  The  production,  import,  export  and  domestic  sales  of  alcoholic 
beverages  are  the  monopoly  right  of  this  body,  but  most  production  and  most  licensed  (on 
premises)  alcohol  retailing  are  handled  by  private  trade  with  Alko's  permission  and  supervision. 
Other  types  of  retailing,  except  for  medium-strength  beer,  are  not  permitted  to  be  in  private 
hands.  The  main  objective  of  the  monopoly  system  in  Finland  is  to  ensure  the  handling  of 
alcohol  so  as  to  minimize  harmful  effects,  including  the  drawbacks  of  private  profit-seeking. 

Sweden  has  two  monopoly  companies.  A wholesale  trade  corporation,  in  which  the 
State  has  a decisive  influence,  has  the  monopoly  of  buying  all  beverage  spirits,  wine  and  strong 
beer  (2.8%  - 4.5%  ethanol  by  weight).  Retail  trade  in  these  beverages  is  in  the  hands  of  a 
separate  state-owned  monopoly  company. 

Production,  control  and  distribution  of  alcoholic  beverages  are  the  monopoly  of  the 
Ministry  of  Internal  Trade  and  Services  in  Poland.  Collaboration  in  preventive  work  is  ensured 
through  representation  on  the  Permanent  Government  Commission  on  Alcohol  Problems  (see 
earlier). 

A state  monopoly  limited  to  the  buying  and  selling  of  spirits  exists  in  additional  coun- 
tries. In  France  and  Switzerland,  for  example,  spirits  are  produced  through  private  enterprise 
but,  in  general,  the  product  has  to  be  delivered  to  the  state  by  the  distillers. 

Detailed  national  or  local  (provincial,  state,  cantonal,  etc.)  legislation  exists  in  many 
countries  concerning  control  of  production  and  marketing  and  various  kinds  of  alcoholic 
beverages.  Enforcement  of  the  provisions  is  in  the  hands  of  a variety  of  bodies,  such  as  the  liquor 
control  boards  (Canada),  a Department  of  Customs  and  Excise,  (UK,  India),  a Ministry  of 
Finance  (Panama)  or  other  bodies. 

In  Canada,  the  Federal  Government's  constitutional  authority  for  alcohol  control  is 
limited  to  licensing  of  breweries  and  distilleries  and  regulating  inter-provincial  transport  of  li- 
quor. Otherwise  control  is  in  the  hands  of  the  provinces.  Quebec,  having  rejected  the  choice  of 
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total  prohibition,  was  the  first  province  to  enact  legislation  (in  1921)  giving  the  provincial 
government  total  monopoly  over  the  distribution  of  alcohol. 

In  the  USA,  under  Alcoholic  Beverage  Control  provisions,  trade  in  alcoholic  beverages 
may  be  conducted  through  a type  of  state  monopoly  system  (18  states)  or  by  private  business 
under  licences  issued  by  the  state  (32  states  and  D.C.).  Beer  and  ale  are  marketed  through  licens- 
ed private  business  in  all  states. 

As  pointed  out  by  Popham  et  al.  (1976)  an  important  benefit  of  a monopoly  system 
may  lie  in  the  possibilities  afforded  for  collaborative  studies  of  the  effects  of  different  control 
measures,  and  in  the  greater  likelihood  that  research  results  will  be  taken  into  account  in  the 
development  of  policy.  These  authors  have  reviewed  the  effects  of  the  monopoly  system  of  con- 
trol. They  point  to  the  belief  that  a state  monopoly  will  obviate  competition  and  stimulation  of 
higher  consumption  by  private  enterprise.  No  clear  evidence  is  forthcoming,  but  Christie's  (1965) 
conclusion  is  cited  that  where  there  is  a rather  comprehnsive  state  monopoly,  whose  primary  ob- 
jective is  control,  alcohol  problems  are  less  prevalent  than  they  otherwise  would  be.  A centraliz- 
ed system  should,  moreover,  be  in  a good  position  to  implement  and  enforce  certain  types  of 
control  measures  and  monitor  their  effects. 

This  certainly  appears  to  be  the  case  in  Finland  where  Alko  follows  closely  the  situation 
regarding  alcohol  consumption  and  its  repercussions,  reports  to  Parliament  annually  and  if 
necessary  proposes  legislative  amendments.  Large-scale  reforms  are  prepared  in  state  committee. 
Such  a committee  was  established  in  April,  1976,  (Finland,  Alcohol  Committee,  1978)  to  study 
the  reasons  for  the  growth  of  consumption  in  Finland  in  recent  years  and  the  detrimental  effects. 
The  alcohol  policy  pursued  in  the  1960s  and  1970s,  it  was  found,  contributed  to  the  growth  in 
consumption  which  could  have  been  curbed  through  stricter  regulation  of  the  availability  of 
alcoholic  beverages.  A number  of  recommendations  were  made  for  changing  policy.  It  was  pro- 
posed that  the  Council  of  State  should  approve  the  general  five-year  plan  for  alcohol  policy 
prepared  by  the  Ministry  for  Social  Affairs  and  Health  and  the  Alko  Board  of  Administration 
and  also  the  proposal  for  an  annual  review  of  this  plan.  It  was  noted  that  the  position  of  the 
monopoly  as  a producer  of  alcohol  had  declined  compared  with  the  private  sector,  with  the 
result  that  business  and  employment  considerations  had  become  increasingly  important  in 
discussion  of  alcohol  policy  to  the  detriment  of  social  considerations.  Private  profit-making 
should  therefore,  it  was  considered,  be  restricted  and  the  role  of  the  monopoly  strengthened. 

The  Swedish  monopolies  do  not  appear  to  play  the  same  role  in  policy  development  as  in 
Finland.  Discussions  on  alcohol  control  policies  have,  however,  been  held  at  State  level  also  in 
Sweden,  resulting  in  the  Government  Bill  108  (1977)  to  Parliament  which  came  into  force  in 
January,  1978.  (except  for  a few  clauses  proclaimed  as  from  July  1978).  This  Bill  established  that 
central  responsibility  for  the  Swedish  alcohol  control  policies  should  be  in  the  hands  of  the  Board 
of  Health  and  Welfare  which  should  also  take  over  the  duties  formerly  carried  out  by  the 
Swedish  Taxation  Office  in  connection  with  alcohol  questions.  The  Bill  also  provided  for  the 
creation  of  a Council  on  Alcohol  Questions,  with  broad  representation  in  the  community,  to  be 
attached  to  the  above  Board  (Lindberg,  1979). 

Comparisons  have  been  made  of  the  possible  effects  on  alcohol  problems  of  two  different 
systems  of  control:  state  monopoly  versus  trade  through  enterprise  with  control  through  licens- 
ing. Popham  et  al.  (1976)  cite  the  findings  of  Jellinek  (1947)  in  states  in  the  USA  and  Canada  for 
1930  to  1945  and  of  Popham  et  al.  (1974)  for  the  groups  of  states  in  1974.  There  was  no  signifi- 
cant difference  in  mean  apparent  alcohol  consumption  or  liver  cirrhosis  mortality  in  1964  be- 
tween 17  states  with  a government-controlled  monopoly  system  as  compared  with  30  states 
where  liquor  sales  were  through  licensed  private  enterprise.  However,  the  authors  stress  the  wide 
difference  in  administration  of  monopoly  systems  and  the  fact  that  where  the  system  emphasizes 


101 


vigorous  control,  rather  than  maximum  revenue,  a substantial  decrease  in  alcohol  consumption 
and  related  problems  may  follow. 


Limitation  of  Production 

If,  as  contended,  increase  in  average  per  capita  consumption  leads  to  increase  in  alcohol- 
related  problems,  there  seems  to  be  a good  case  for  controls  on  production  as  a major  focus  of  at- 
tempts to  reduce  availability.  As  pointed  out  by  Bruun  et  ah,  this  is  likely  to  become  increasingly 
important  with  the  trend  to  economic  concentration  of  the  beverage  industry,  the  expansion  of 
markets  and  increasing  mobility  of  commodities,  resources  and  people.  In  the  developing  coun- 
tries increasing  industrialization  of  alcoholic  beverage  manufacture  is  probably  also  adding  con- 
siderably to  average  per  capita  consumption,  as  suggested  in  the  study  of  the  African  beer 
gardens  of  Bulawayo  (Wolcott,  1974).  Another  example  is  Venezuela,  where  the  registered  pro- 
duction of  beer  doubled  between  1970  and  1976  and  that  of  distilled  spirits  increased  by  more 
than  500%  in  the  same  period  (Millan  et  ah,  1978).  In  Rwanda,  commercial  brewing  has  become 
the  third  most  important  industry.  In  rapidly  industrializing  countries  there  may  be  a very  great 
temptation  to  expand  production  of  alcoholic  beverages.  This  may  be  supported  by  governments 
seeking  means  of  increasing  revenue  unless  the  health  and  social  costs  to  be  expanded  are  con- 
sidered. 


Limitation  of  production  of  raw  material.  In  very  few  countries  has  an  effort  been  made, 
apparently,  to  limit  the  production  of  raw  materials  used  for  making  alcoholic  beverages.  In 
Switzerland,  however,  regulations  on  the  planting  of  vines  seem  to  be  directed  at  limiting  pro- 
duction to  demand,  and  the  regulations  are  enforced.  It  is  stated  that:  "Viticulture  should  be 
adapted  as  much  as  possible  to  the  requirements  and  capacity  of  absorption  of  the  national 
market,  taking  into  account  natural  conditions"  (Art.  1 of  the  Regulations  of  Wine  of  23 
December  1971)  and  the  Confederation  issues  directives  concerning,  inter  alia,  the  regions  in 
which  vines  can  be  planted.  There  have  been  cases  of  enforced  removal  of  vines  when  these 
directives  have  been  ignored.  Measures  have  been  taken  to  limit  the  planting  of  fruit  trees  where 
the  crop  can  be  used  only  for  distillation  because  of  inferior  quality  or  irregular  yield.  For  several 
years  premiums  were  paid  for  the  felling  of  such  trees.  A decree  of  29  November  1960  in  France 
envisaged  destruction  of  apple  and  pear  trees  with  indemnity  for  inheritors  no  longer  permitted 
the  privilege  of  the  deceased  owners  to  use  the  fruit  for  distillation  on  a domestic  scale.  The 
effects  of  this  decree  do  not  seem  to  have  been  evaluated.  Control  of  production  in  France  also 
includes  measures  to  prevent  enlargement  of  vineyards  and  to  promote  alternative  uses  of 
vineyards  not  producing  the  highest  quality  grapes.  In  Mexico  the  regulation  limiting  the  area  of 
fields  where  the  maguey  (Agave  Americana)  can  be  grown  appears  not  to  be  enforced  and  the 
fermented  beverage  "pulque"  made  from  it  is  widely  used. 

Limitation  of  commercial  processing.  A measure  that  is  used  for  limiting  commercial  pro- 
duction of  alcoholic  beverages  is  the  issue  of  licences  for  manufacture.  Extremely  complicated 
regulations  exist  in  many  countries  concerning  such  production  licences,  but  the  main  objective 
appears  to  be  to  ensure  that  a good  proportion  of  the  profits  become  available  to  the  state.  In 
fact,  many  countries  derive  a considerable  percentage  of  their  revenue  from  this  source.  In  cer- 
tain countries,  though,  attempts  have  been  made  to  reduce  the  production  of  beverages  with  a 
high  alcohol  content  with  the  specific  objective  of  reducing  damaging  consequences.  Thus  in  the 
USSR,  the  Council  of  Ministers  decreed  in  1972  that  the  USSR  GOS  plan,  the  Council  of 
Ministers  of  the  Federal  Republics  and  the  Ministry  of  Food  Industries  should  in  their  annual 
plans  provide  measures  for  lowering  the  production  of  beverages  with  a high  alcohol  content.  It 
was  decreed  also  that  the  Ministry  of  Agriculture  should  stop  the  production  (destined  for  sale) 
of  vodka  with  over  50%  of  alcohol  (Ivanets,  1977).  However,  it  should  be  noted  that  a regula- 
tion was  passed  concurrently  promoting  production  of  low-strength  beer. 
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In  their  review  of  differential  taxation,  Popham  et  al.  (1976)  conclude  that  "the  available 
evidence,  pertaining  to  both  acute  and  chronic  effects,  offers  little  to  justify  the  view  that  beer  is 
a comparatively  harmless  beverage  of  moderation  while  spirituous  liquor  is  a comparatively 
harmful  beverage  of  excess  . . . the  theoretical  risks  of  severe  alcoholic  states  such  as  delirium 
tremens  or  acute  alcohol  poisoning  may  perhaps  be  greater  in  the  case  of  spirits.  However,  in 
practice,  these  risks  have  not  been  convincingly  shown  to  materialize  as  significant  social  prob- 
lems". Additional  evidence  may  have  to  be  sought  from  countries  such  as  Czechoslovakia,  where 
heavy  consumption  of  low-cost  spirits  has  been  largely  replaced  by  widespread  heavy  beer 
drinking.  Research  under  way  in  Poland  tends  to  show  differential  effects  of  heavy  periodic  in- 
take largely  in  the  form  of  undiluted  strong  spirits  compared  with  similar  average  intake  of 
ethanol  in  the  form  of  less  concentrated  beverages  more  evenly  spread  over  a longer  drinking 
period  (Wald,  1977).  Single  (1977)  reviews  attempts  to  promote  the  consumption  of  beverages  of 
low  alcohol  content  as  substitutes  for  high  alcohol  content  beverages,  and  concludes  with 
Makela  (1975),  that  such  attempts  to  change  drinking  patterns  have  consistently  failed,  the  net 
result  being  a "cumulative  pattern  of  increasing  consumption"  (de  Lint,  1975).  From  his  review  of 
the  effect  of  two  beer  strikes  in  Ontario,  Single  is  led  to  suggest  a negative  approach  of  placing 
restrictions  on  traditional  drinking  patterns  as  being  more  likely  to  achieve  the  goal  of  changing 
drinking  practices.  Following  such  a proposal,  in  countries  with  a pattern  of  heavy  spirits  drink- 
ing, a policy  of  reducing  production  of  beverages  with  high  alcohol  content  should  be  accom- 
panied by  a policy  of  stabilisation  of  production  of  other  alcoholic  beverages  (as  well,  of  course, 
as  controlling  importation  in  a similar  way).  Switzerland  is  an  example  of  a country  where  the 
limitation  of  licences  for  production  of  spirits  aims  at  reducing  harmful  consequences.  In  Japan 
too  (Saito,  1971)  it  is  stated  that  the  1953  Liquor  Tax  Law  provides  for  possibilities  of  limiting 
production  of  spirits;  but  the  objective  there  is  to  ensure  the  demand-supply  balance  so  as  to 
maintain  the  liquor  tax  level. 

Limitation  of  home  production.  Home  production  of  spirits  is  prohibited  in  some  coun- 
tries and  compliance  with  the  law  may  be  carefully  controlled.  In  other  countries,  home  produc- 
tion may  merely  be  limited.  In  Switzerland,  for  example,  home  distillers  ("bouilleurs  de  cru")  are 
authorized  to  keep,  free  of  excise  duty,  five  litres  of  spirits  per  person  living  in  the  household.  No 
new  equipment  may  be  purchased,  but  there  are  many  owners  of  stills.  This  creates  important 
problems,  particularly  noticeable  at  times  of  rising  taxation,  as  the  raw  materials  are  widely 
available.  Since  the  new  regulations  came  into  force,  the  Alcohol  Administration  has  bought 
back  many  privately-owned  stills  and  thus  reduced  the  number  of  distillers  to  about  18  000  (com- 
pared with  42  000  in  1933).  A home  distiller  in  France  is  permitted  to  produce  spirits  only  for  the 
use  of  his  own  family  and  can  distill  the  equivalent  of  10  litres  of  pure  alcohol  a year  tax  free.  In 
fact,  the  actual  production  is  estimated  to  be  two  or  three  times  higher  than  the  declared  amount. 
It  is  not  only  sold  locally  but  also  on  the  black  market  on  a big  scale.  According  to  Couleon 
(1964),  an  estimated  600  000  hi  of  absolute  alcohol  was  produced  clandestinely  every  year,  in 
some  places  12  times  as  much  as  was  produced  legally.  A decree  passed  in  1954  under  Mendes- 
France  aimed  at  annulling  acquired  distillation  rights  for  non-producers,  but  the  decree  was 
never  applied.  Another  law  (1959)  for  gradual  suppression  of  the  rights  was  rejected,  but  a 1960 
ordinance  suppressed  the  distillation  right  on  the  death  of  the  beneficiary  or  spouse.  The 
numbers  of  registered  home  distillers  declined  by  a third  between  1960/61  and  1972/73  and  the 
number  actually  distilling  decreased  from  about  two  million  to  just  over  one  million.  Some  coun- 
tries have  no  legal  restrictions  on  home  production  of  distilled  beverages  and  in  Yugoslavia  many 
village  households  produce  their  own  plum  brandy  without  infringing  the  law. 

In  many  developing  countries,  distilled  beverages  are  produced  locally,  legally  or 
illegally.  It  is  reported  from  Kenya,  for  example,  that  changaa,  a kind  of  gin  with  a high  ethanol 
content,  is  widely  available,  particularly  in  rural  areas,  despite  a ban  on  its  production  (although 
its  consumption  is  not  illegal).  It  is  moreover  considered  that  the  move  towards  closure  of  beer 
halls  may  lead  to  higher  consumption  of  local  spirits  (Mushanga,  1979).  Native  gin  (Ogogoro) 
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production  "is  a booming  industry  in  Nigeria  and  the  product  is  no  longer  considered  illicit" 
(Ebie,  1979).  In  Zambia  (Haworth,  1979)  the  amount  of  illegal  and  legal  production  of  brewed 
and  distilled  traditional  beverages  is  unknown  but  probably  exceeds  commercial  production. 
There  are  various  legislative  provisions  controlling  production  and  these  are  not  specifically  aim- 
ed at  prevention.  Costa  Rica  is  an  example  of  Latin  American  countries  with  very  high  illicit  pro- 
duction (on  an  organized  industrial  scale)  of  distilled  spirits.  Herrera  Araya  (1978)  reports  an 
estimated  figure  of  four  million  litres  of  "guaro  contrabando"  (illicit  liquor  distilled  from 
fermented  sugar  cane).  In  one  area  of  the  country  with  a population  of  10  600,  it  was  found  that 
for  every  2.7  houses  there  was  one  illicit  production  plant  (Sotela  & Morales,  1972). 

Fermented  beverages  are  produced  at  home  or  at  a village  level  in  many  countries  with- 
out restriction.  This  is  true  of  many  developing  countries,  where  little  is  known  about  the  possi- 
ble advantages  or  disadvantages  (e.g.  nutritional)  of  such  practices.  Reference  might  be  made  to 
the  great  variety  of  traditional  beers  and  wines  produced  in  African  countries  which  is  actively 
promoted  in  some  areas.  Negrete  (1979)  refers  to  the  very  large  home  production  of  such  tradi- 
tional fermented  beverages  as  pulque  (from  the  agave  cactus)  among  Mexican  Indians,  and 
Chicha  (from  corn)  among  the  Andean  population  of  Ecuador,  Peru  and  Bolivia.  There  is  a 
dearth  of  information  on  such  production,  and  the  need  for  or  means  of  control. 

In  some  developed  countries,  home  production  appears  to  have  increased  with  increase 
in  prices  of  commercial  alcoholic  beverages,  but  again  little  evidence  is  available,  although  in  the 
UK  substantial  increases  have  been  reported  recently  in  the  sale  of  the  ingredients  required. 

Whatever  the  legislation  on  production  of  alcoholic  beverages,  it  is  unlikely  to  be  effec- 
tive unless  measures  are  taken  to  enforce  the  regulations.  Difficulties  over  control  may  well  arise 
in  outlying  areas,  as  in  Sweden,  where  a law  was  passed  in  1974  prohibiting  the  private  posses- 
sion of  stills.  In  Finland,  illegal  home  distilling  increased  in  the  1970  s because  cheap  equipment 
was  available  and  was  being  openly  marketed.  To  control  the  situation,  the  regulations  govern- 
ing the  trade  in  distilling  equipment  were  tightened  up  in  1976.  Survey  results  indicate  that,  after 
this  measure,  consumption  of  home  distilled  beverages  decreased  considerably  (Makela,  1978).  It 
is  also  proposed  (Finland,  Alcohol  Committee,  1978)  that  the  regulations  concerning  the  making 
of  wine  at  home  should  be  made  more  strict.  In  Ecuador  it  was  estimated  by  Pacurucu  Castillo 
(1967)  that  about  85%  of  the  total  alcohol  available  was  illegally  produced  (mainly  aguardiente 
from  sugar  cane).  Despite  general  concern,  the  problem  appears  very  difficult  to  control. 
However,  in  Venezuela,  1875  illicit  stills  were  seized  in  1975,  the  number  dropping  to  446  in 
1977.  The  reduction  in  illicitly  produced  spirits  may,  however,  have  been  offset  by  the  high  illicit 
importation,  together  with  tax-free  legal  importation  (Millan  et  ah,  1978).  In  the  developing 
world,  with  high  percentages  of  rural  or  "shanty  town"  populations,  and  shortage  of  suitably 
trained  personnel,  enforcement  of  regulations  is  likely  to  be  far  more  difficult.  Before  passing  any 
legislation  directed  at  control  of  production  it  would  seem  that  the  enacting  authority  should 
consider  the  means  of  enforcement  and  of  evaluation  of  the  effects. 

Controls  on  Importation  and  Exportation 

In  countries  not  producing  sufficient  alcoholic  beverages  to  meet  demands,  control  of  im- 
portation could  presumably  be  a useful  means  of  limiting  availability  within  the  area.  On  the 
whole,  however,  it  would  appear  that  such  controls  are  imposed  or  lifted  largely  to  maintain 
trade  balances,  except  in  certain  regions  where  prohibition  is  enforced  and  where  smuggling  from 
surrounding  areas  often  creates  problems.  As  mentioned  earlier,  pressure  may  be  brought  to  bear 
on  countries  with  restrictive  importation  controls  by  producer  areas.  The  effects  of  increasing  in- 
ternational trade  appear  to  be  a continuous  increase  in  production  and  consumption,  with  a 
tendency  to  add  new  types  of  beverages  to  the  existing  repertoire  in  each  country,  resulting  in  a 
trend  towards  greater  similarity  of  drinking  patterns,  but  with  consumption  at  higher  levels  and 
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more  widely  spread  among  the  population.  As  noted  earlier,  importation  of  alcoholic  beverages 
from  EEC  countries  has  increased  within  the  Community  in  recent  years,  and  that  from  third 
countries  has  fluctuated  according  to  the  EEC  countries'  own  supplies,  but  this  occurred  as  a 
measure  to  protect  local  interests  rather  than  to  reduce  availability. 

With  the  rapid  rise  in  tourism  since  the  second  world  war,  there  has  been  a great 
increase  in  importation  of  duty-free  liquor  which  may  tend  to  negate  any  effort  at  reducing 
availability.  Concerted  efforts  between  countries  would  be  required  to  change  this  situation. 
Such  an  attempt  has  been  made  in  Finland,  where  the  Finnish  Alcohol  Committee  (1978)  propos- 
ed that  efforts  should  be  made  in  the  Nordic  Council  and  the  Nordic  Council  of  Ministers  to 
reduce  the  maximum  volume  of  imported  duty-free  alcoholic  beverages.  Between  1968  and  1976 
there  was  a rapid  increase  in  Finland  in  the  consumption  of  duty-free  alcoholic  beverages 
brought  in  by  tourists.  It  was  estimated  in  1977  that  this  source  accounted  for  one-half  of 
unrecorded  consumption,  compared  with  one-fifth  in  1968.  The  Committee  also  proposed  that 
an  agreement  should  be  reached  on  stricter  regulation  of  duty-free  alcohol  sales  on  transport  be- 
tween the  Nordic  countries. 

Only  limited  information  has  so  far  been  obtained  about  the  policies  in  the  third  world 
concerning  importation.  In  Nigeria,  licences  are  granted  by  the  Government  for  importation  and 
during  the  launching  of  the  1978/79  budget  in  March  1978,  the  importation  of  bottled  beer,  can- 
ned beer  as  well  as  Champagne  and  sparkling  wines  was  banned  (Ebie,  1978).  There  are  no 
organized  trade  regulations  governing  member  states  of  the  Organization  of  African  Unity  nor  of 
the  Economic  Community  of  West  African  States  (ECOWAS)  although  these  bodies  might  well 
consider  such  matters.  In  India,  liquor  is  imported  under  licence  by  private  firms  and  is  very 
heavily  taxed,  so  that  the  cost  in  licensed  shops  is  about  four  to  six  times  higher  than  similar 
Indian  beverages.  The  objective  of  this  discrimination  is  not  necessarily  to  reduce  total  consump- 
tion. From  Venezuela,  it  is  reported  that  importation  of  alcoholic  beverages  has  increased  alarm- 
ingly in  recent  years  and  that  stronger  controls  might  jeopardize  the  petrol  export  market. 

No  evidence  has  been  found  that  any  country  has  been  willing  to  reduce  exportation  of 
alcoholic  beverages  with  the  objective  of  preventing  rise  in  consumption  in  the  recipient  country. 
It  has,  however,  been  suggested  that  this  should  be  a matter  for  international  consideration. 

Measures  for  Counteracting  Disadvantages  of  Reducing  Production 

If  a policy  of  reducing  production  is  to  be  successful,  the  possible  drawbacks  will  have 
to  be  faced.  This  was  done  in  Bulgaria  where,  following  a proposal  by  the  President  of  the  State 
Control  Committee,  research  was  carried  out  on  the  financial  and  other  advantages  and  disad- 
vantages of  production  and  sale  of  alcohol.  Several  Ministries  were  involved;  for  example,  the 
Ministries  of  Commerce  and  Nutrition  have  helped  to  promote  increase  in  production  of  non- 
alcoholic beverages  (Bratanov,  1968).  Temperance  movements  have  promoted  the  production  of 
fruit  juices  in  a number  of  countries  (e.g.  USA,  Switzerland).  In  Switzerland  it  is  illegal  to  use 
potatoes,  beets,  sugar,  and  wine  for  production  of  spirits  and  there  is  emphasis  on  the  use  of  fruit 
for  fruit  juices  and  the  use  of  potatoes,  apples  and  pears  for  other  than  fermentation  and  distilla- 
tion purposes.  There  are  regulations  concerning  wine  surpluses  (1977  response).  The  1972  decree 
of  the  USSR  Council  of  Ministers  stated  that  measures  should  be  taken  to  increase  considerably 
the  production  of  non-alcoholic  beverages  (Rev.  Ale.,  1974).  In  Zambia  there  has  been  some  em- 
phasis on  producing  mango  juice. 

In  countries  such  as  France  and  Italy,  where  a considerable  proportion  of  the  population 
is  involved  in  the  production  of  alcoholic  beverages,  or  the  necessary  raw  materials,  limitation  of 
production  can  pose  enormous  problems.  About  10%  of  the  French  population  is  engaged  in  the 
production  and  sale  of  alcoholic  beverages,  which  also  account  for  a high  proportion  of  exports. 
Nearly  half  the  total  quantity  of  spirits  produced  in  France  was  exported  in  1970  and  in  the  UK, 
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alcoholic  beverages  accounted  for  about  2%  of  the  value  of  the  total  national  export  figure  in 
1976/77.  The  problem  may  be  somewhat  different,  though  not  necessarily  less  acute,  in  countries 
where  exportation  of  alcoholic  beverages  is  negligible  but  where  per  capita  production  and  con- 
sumption are  high,  as  in  Switzerland  or  Yugoslavia. 

Problems  of  alternative  employment  for  producers  would  be  less  acute  in  countries 
such  as  Sweden  where  a high  percentage  of  the  alcoholic  beverages  consumed  is  imported  (nearly 
all  the  wine  and  almost  half  the  spirits).  The  problem  becomes  particularly  acute  in  areas  where 
there  is  a great  concentration  of  alcohol  beverage  industry  and  few  alternatives,  as  in  some  areas 
of  Scotland  with  big  distilleries.  As  in  the  case  of  opium  production,  it  may  prove  possible  to 
develop  policies  of  crop  substitution  or  alternative  trades.  There  seems  to  have  been  little  at- 
tempt to  follow  such  a policy  or  even  to  make  a theoretical  evaluation  of  its  feasibility. 

A serious  problem  for  many  countries  envisaging  a lowering  of  production  of  alcoholic 
beverages  would  be  finding  alternative  sources  of  revenue.  As  mentioned  in  the  section  on  pro- 
hibition, the  Indian  Government  proposed  reimbursing  states  for  loss  in  revenue  during  a limited 
period. 


4.3  Control  of  Distribution:  National  and  Local 
Responsibility  for  Control 

In  areas  having  alcohol  monopolies,  control  of  domestic  sales  is  usually  the  main 
responsibility  of  the  monopoly  body.  Alko,  in  Finland,  for  example,  has  the  sole  rights  to  retail- 
ing of  alcoholic  beverages  (except  medium  beer)  and  decides  on  numbers  of  outlets,  opening 
hours,  amounts  that  can  be  sold,  prices  (negotiated  with  the  Ministry  of  Health  and  Social 
Welfare  and  the  Ministry  of  Finance)  as  well  as  licensing  and  the  conditions  to  be  observed  by 
licensed  premises. 

Where  there  is  no  monopoly,  sales  are  largely  controlled  through  regulations  related  to 
the  licensing  of  places  of  sale. 

Responsibility  for  control  of  sales  devolves  upon  local  bodies  in  several  countries.  In 
Switzerland,  for  example,  federal  responsibility  is  limited  to  sale  of  industrial  alcohol  and  distill- 
ed spirits,  as  regulated  by  the  federal  Alcohol  Law,  but  the  licensing  laws,  which  differ  from  can- 
ton to  canton,  regulate  the  licensing  and  opening  hours  of  places  of  sale.  In  Australia,  a Licensing 
Court  or  Commission  has  been  established  in  each  state  to  administer  the  sale  of  alcoholic 
beverages  (Coleman,  1968).  As  mentioned  earlier,  in  the  United  States,  under  the  ABC  provi- 
sions, trade  in  alcoholic  beverages  may  be  conducted  by  private  business  under  licences  issued  by 
the  state  (32  states  and  D.C.)  or  through  a type  of  state  monopoly  system  where  the  state  itself 
pre-empts  certain  phases  of  buying  some,  but  not  all,  alcoholic  beverages  and  selling  them  to 
consumers  or  retailers  (18  states).  In  all  states  malted  alcoholic  beverages  (beer  and  ale)  are 
marketed  through  licensed  private  businesses.  O'Connell  quotes  the  Joint  Committee  of  the 
States  to  Study  Alcoholic  Beverage  Laws  (1960)  describing  this  type  of  licensing  as  "a  device  to 
restrict  participation  in  the  alcoholic  beverage  business  to  honest,  able  and  qualified  business 
people  and  to  prevent  the  intrusion  of  antisocial,  marginal  or  otherwise  unqualified  persons". 

Limitation  of  Times  of  Sale 

Table  9 gives  some  indication  of  the  variation  in  regulations  concerning  days  and  hours 
when  outlets  selling  alcoholic  beverages  are  permitted  to  open  or  have  to  close. 

It  will  be  noted  that  in  many  countries  both  retail  outlets  and  special  premises  for 
consumption  of  alcoholic  beverages  are  closed  on  Sundays  and  certain  public  holidays,  although 
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alcoholic  beverages  may  still  be  available  in  establishments  serving  meals.  Most  of  the  countries 
listed  have  strict  opening  and  closing  hours  for  these  sales  but  again  purchase  is  often  possible  in 
restaurants,  hotels  and  clubs  outside  the  official  opening  hours  for  other  outlets. 

There  has  been  much  discussion,  but  little  evaluation,  of  the  effects  of  limiting  the  days 
and  hours  of  sale  of  alcoholic  beverages.  Some  have  contended  that  such  limitations  reduce 
drunkenness  and  consequent  problems.  Others  have  urged  the  extension  of  opening  hours  of 
sales  places  in  the  belief  that  this  will  result  in  reduced  pressure  to  drink. 

An  attempt  was  made  to  evaluate  the  latter  in  Victoria,  Australia,  where  the  closing  time 
for  places  selling  alcoholic  drinks  for  consumption  of  the  premises  was  changed  from  6 p.m.  to 
10  p.m.  No  change  was  found  in  the  overall  total  of  personal  injuries  in  motor  vehicle  accidents 
or  of  the  percentage  occurring  from  6 p.m.  to  11  p.m.,  but  the  accident  peak  hour  changed  from 
6-7  p.m.  to  10  - 11  p.m.  (Raymond,  1969). 

As  a result  of  studies  in  Toronto  (Popham,  1962)  Popham  et  al.  (1975)  are  led  to  suggest 
that  the  hours  of  sale  may  reflect  the  drinking  habits  of  the  community  rather  than  the  reverse. 

During  a strike  in  Finland  in  1972  the  Alko  shops  were  closed  for  five  weeks.  There  were 
big  declines  in  average  numbers  of  daily  arrests  for  drunkenness  (54%),  bodily  injuries  and  fights 
(20-25%),  "drinking-driving"  (10-15%)  and  total  alcohol  consumption  (30-35%).  Both  demand 
and  supply  on  the  black  market  decreased  (Makela,  1974).  Studies  have  been  made  of  strikes  in 
other  countries  and  Makela  (1977)  in  reviewing  them  concludes  that  the  resulting  decrease  in 
availability  (even  where  hotels  and  restaurants  were  still  serving  alcoholic  beverages)  was  accom- 
panied by  a diminished  intake  even  among  heavy  drinkers. 

Between  1 March  and  31  October  1977,  Alko  carried  out  an  experiment  in  an  in- 
dustrialized zone  in  Finland  where  the  10  Alko  stores  were  closed  on  Saturdays.  The  changes  in 
retail  and  licensed  sales,  arrests  for  drunkenness  and  public  disturbance  were  monitored  and  all 
were  found  to  have  decreased.  There  was  no  observed  increase  in  the  use  of  illicit  alcohol  during 
the  trial  (Saila,  1978).  The  Finland  Alcohol  Committee  (1978)  proposed  that  Alko  shops  should 
be  closed  on  Saturdays. 

Control  of  Number,  Types  and  Location  of  Places  Permitted  to  Sell 

In  control  measures  concerning  places  for  sale  of  alcoholic  beverages  a distinction  is 
usually  made  between  sale  for  consumption  on  the  premises  or  for  taking  away.  A wide  variety 
of  regulations  exist  concerning  permissible  numbers,  types  and  locations  which  appear  to  be 
directed  sometimes  at  minimizing  public  nuisance,  or  minimizing  trade  competition,  sometimes 
at  reducing  consumption  among  vulnerable  groups. 

The  number  of  outlets  for  sale  of  alcoholic  beverages  may  be  regulated  in  relation  to 
population,  as  in  Italy,  where  there  is  a legal  quota  of  1 per  400  inhabitants  for  beer  and  light 
wines,  and  1 per  1000  for  other  alcoholic  beverages.  In  France,  new  establishments  for  on-the- 
spot  consumption  are  limited  to  sale  of  fermented  drinks  and  wine-based  aperitives  and  only  in 
places  with  more  than  450  inhabitants  per  drinking  establishment  (Godard,  1974).  The  ratio  of 
establishments  where  alcoholic  beverags  are  sold  for  immediate  consumption  decreased  in  France 
from  1 per  175  inhabitants  in  1959  to  1 per  244  in  1971,  the  number  of  small  taverns  and  liquor 
shops  decreased,  giving  way  to  larger  restaurants  and  supermarkets.  The  Swiss  cantons  have  the 
right  to  subject  the  supply  of  alcoholic  beverages  as  well  as  retail  trade  to  restrictions  called  for 
by  public  well-being.  Thus,  a new  cafe  or  restaurant  can  be  licensed  only  if  a real  public  need  is 
considered  to  exist.  This  is  usually  expressed  in  a requirement/demand  figure  related  to  number 
of  inhabitants.  O'Connell  (1968),  referring  to  quotas  for  liquor  outlets  determined  by 
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municipalities  and  counties  in  the  USA,  states  that  because  of  the  arbitrary  method  of  fixing 
quotas,  much  dissatisfaction  and  controversy  ensue.  The  1977  Swedish  Government  Bill  pro- 
poses a restricted  and  careful  establishment  of  new  "bottle  shops"  run  by  the  Monopoly.  It  states 
that  the  County  Boards,  Municipal  Councils  and  the  police  should  be  consulted  in  connection 
with  the  establishment  of  new  sales  outlets  and  the  decision  can  be  reviewed,  on  request,  by  the 
Government.  As  for  location  of  establishments,  due  regard  would  be  paid  to  the  overall  alcohol 
policies  and  municipal  interests. 


In  reviewing  the  effects  of  controls  of  the  number  of  places  permitted  to  sell,  Popham 
et  al.  (1976)  refer  to  two  divergent  opinions:  that  increase  in  opportunities  to  drink  results  in  in- 
creases in  drinking  and  drunkenness,  or,  on  th^bhfrary,  that  widespread  availability  will  pro- 
mote moderate  and  civilized  drinking  rather  than  hankering  after  forbidden  fruit.  Summing  up 
the  evidence,  they  conclude  that  "variation  in  indicators  of  the  prevalence  of  inebriety  are  not 
dependent  on  outlet  frequency"  in  the  population  initially  examined.  However,  they  concede 
that  this  is  not  true  in  situations  of  extremely  low  accessibility,  or  where  such  a situation  sud- 
denly changes  to  one  where  alcohol  is  easily  accessible  (Kuusi,  1957;  Makela,  1975;  Amundsen, 
1965). 


For  example,  in  Finland,  retail  sale  of  all  alcoholic  beverages,  except  medium  beer,  is 
restricted  to  Alko  stores  of  which  there  were  none  at  all  in  the  rural  areas  before  1969  and  there 
are  still  none  in  87%  of  rural  districts  (1977).  In  1969,  a law  came  into  force  permitting  general 
stores  to  sell  medium  beer,  thus  suddenly  raising  the  number  of  retail  outlets  from  500  to  nearly 
18  000.  The  overall  consumption  of  alcohol  rose  by  46%  that  year.  This  was  accounted  for  not 
entirely  by  increase  in  beer  consumption,  since  consumption  of  spirits  rose  by  14%.  Between 
1970  and  1975,  total  alcohol  consumption  rose  by  48%,  but  that  of  medium  beer  rose  by  only 
2.2%,  so  factors  other  than  increase  in  beer-outlets  must  also  have  been  at  work.  In  fact,  in  1969, 
26  new  Alko  stores  were  opened  (22%  increase),  age  limits  for  purchase  of  alcoholic  beverages 
were  lowered,  the  maximum  amounts  for  single  purchases  were  raised,  opening  hours  extended, 
drunkenness  ceased  to  be  a punishable  offence,  the  number  of  cafes  licensed  to  sell  medium  beer 
increased  and  the  number  of  fully  licensed  restaurants  increased  from  about  600  to  900,  and  by 
1977  there  were  nearly  1500,  27  % being  in  the  countryside,  whereas  before  1969  licensed  sales  in 
the  countryside  were  permitted  only  in  exceptional  cases.  In  1977  Alko  limited  the  net  growth  in 
the  number  of  restaurants  to  1 % . When  medium  beer  was  released,  80  % of  the  population  were 
in  favour  according  to  opinion  polls,  but  the  percentage  in  favour  had  fallen  to  45%  by  1976.  So 
far  31  municipalities  have  revoked  their  general  permit  for  sales  of  medium  beer,  100  have  decid- 
ed to  continue  free  sales  and  40  have  not  yet  decided  (Virtanen,  1977). 


As  regards  regulations  on  the  type  and  location  of  outlets,  Popham  et  al.  (1976)  refer 
to  the  "bewildering  array  of  regulatory  measures  that  have  been  attempted"  and  the  lack  of 
assessment  of  their  effectiveness  in  meeting  the  intended  objectives.  These  objectives  have  in- 
cluded making  drinking  places  more  attractive,  in  response  to  deficiencies  in  provisions  for  social 
life  in  the  community,  it  being  argued  that  drinking  will  thus  become  more  civilized  and  give  rise 
to  fewer  problems.  (Lemert,  1962;  Oliver,  1947;  Popham  et  al.  1974;  Dewar  & Sommer,  1962; 
Clayson,  1977).  However,  in  other  legal  systems  the  opposite  objective  prevailed  and  regulations 
aimed  at  minimizing  the  attractiveness  of  public  drinking  places,  as  in  Canada,  some  states  in  the 
USA  and  Scotland.  Popham  et  al.  (1976)  refer  to  several  studies  that  failed  to  find  significant  ef- 
fects of  increasing  the  attractiveness  of  public  drinking  places  but  the  reviewers  warn  about  the 
difficulties  involved  in  making  such  assessments  and  propose  other  approaches  to  evaluation, 
such  as  careful  observation  and  interview  studies.  They  stress  that  in  the  debate  for  and  against 
liberalization,  the  appeal  has  been  "to  the  weight  of  prevailing  sentiment  rather  than  to  evidence 
systematically  gathered  and  objectively  analysed". 
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Another  objective  underlying  control  regulations  has  been  to  prevent  public  disturbance 
that  might  be  multiplied  by  crowd  effect,  and  in  some  legislations  the  sale  and  consumption  of 
alcoholic  beverages  may  be  prohibited  at  railway  stations,  sports  grounds  and  fairs.  Prevention 
of  accidents  may  be  another  motive  for  control  regulations,  for  instance,  prohibition  of  sales  on 
highways  or  at  places  of  work.  Protection  of  young  persons  is  the  objective  of  regulations  pro- 
hibiting sales  in  or  near  schools  or  other  educational  establishments. 

Some  evaluation  has  been  made  of  the  effects  of  granting  licences  for  sale  of  alcoholic 
beverages  in  supermarkets  or  other  stores  selling  a variety  of  commodities.  The  effects  would 
seem  to  depend  on  the  traditions  of  the  area  concerned  and  the  suddenness  of  the  change.  In 
England  and  Wales,  the  number  of  licensed  supermarkets  increased  fourfold  in  six  years.  A 
positive  correlation  in  number  of  drunken  offences  was  found  only  among  women  aged  under  30 
years.  A possible  concomitant  effect  of  other  retail  outlets  was  ruled  out:  in  fact  the  number  of 
pubs  declined  by  about  10%  between  1956  and  1972  (Williams,  1975).  However,  having  ex- 
amined this  study,  the  Royal  Alcohol  Commission  of  New  Zealand  advised  the  Government  not 
to  permit  sale  of  alcoholic  beverages  outside  specialized  stores  not  selling  other  goods. 

Smart  (1974)  studied  purchases  in  stores  in  Toronto  selling  only  alcoholic  beverages. 
Compared  with  a nearby  clerk -service  store,  a self-service  store  had  more  customers  who  bought 
more  and  reported  drinking  more  frequently  and  in  greater  amounts  and  more  on  impulse.  The 
Finland  Alcohol  Committee  (1978)  recommended  that  self-service  sales  of  alcohol  should  be 
limited. 


4.4  Control  of  Price,  Purchase  and  Sales  Promotion 
Price  Regulations 

Increase  in  price  has  been  put  forward  as  a preventive  measure,  being  seen  as  a means 
of  reducing  purchase  and  therefore  consumption:  such  a reduction  in  demand  would  be  expected 
to  be  followed  by  limitation  of  production.  Reviews  of  evidence  by  Popham  et  al.  (1974),  Bruun 
et  al.  (1975)  and  Osterberg  (1975)  indicate  that,  other  factors  being  constant,  a rise  in  alcohol 
prices  has  generally  led  to  a decrease  in  alcohol  consumption  and  a rise  in  the  income  of  con- 
sumers has  generally  led  to  increase  in  alcohol  consumption. 

Seeley  (1960)  had  already  noted  that  price  relative  to  income,  rather  than  absolute  price, 
was  the  important  variable  affecting  alcohol  consumption.  A review  of  statistics  in  Ontario, 
1928-67,  and  in  some  European  and  other  countries,  showed  that  relative  price  was  closely 
associated  with  indices  of  consumption  and  liver  cirrhosis  mortality.  Nielsen  (1965)  describes  the 
sudden  changes  in  Denmark  following  a 34-fold  increase  in  excise  duty  on  spirits  in  1917,  which 
increased  the  retail  price  12-fold.  This  resulted  in  a sharp  drop  in  consumption  of  spirits,  which 
was  not  compensated  for  by  a sudden  rise  in  consumption  of  beer  and  wine.  The  total  consump- 
tion per  capita  of  absolute  alcohol  fell  from  eight  to  nine  litres  immediately  before  the  First  World 
War  to  two  to  three  litres  immediately  after.  The  annual  rate  of  delirium  tremens  fell  from  27  to 
1.7  per  100  000  population  in  two  years,  and  deaths  from  "chronic  alcoholism"  from  12  to  1.6  per 
100  000  in  the  same  period.  Since  then,  however,  beer  consumption  in  Denmark  has  increased  to 
much  higher  levels  so  that  total  alcohol  consumption  had  more  than  doubled  by  1968  (Brun- 
Gulbrandsen,  1968).  Beaubrun  (1977)  has  shown  a strong  inverse  relation  between  the  price  of 
rum  (relative  to  per  capita  income)  and  per  capita  consumption  in  Trinidad  and  Tobago  and 
between  road  accidents  and  the  relative  price  of  rum. 

Such  considerations  have  led  to  the  proposal  that  prices  should  be  adjusted  as  often  as  re- 
quired to  maintain  a constant  relationship  between  the  cost  of  alcoholic  beverages  and  the 
disposable  income  level  of  the  population.  As  pointed  out  by  Popham  et  al.  (1976),  however. 
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other  factors  affect  the  impact  of  economic  accessibility  on  alcohol  consumption  and  alcohol 
problems,  including  level  of  acceptance  of  drinking  in  the  community. 

Whether  the  community  is  largely  involved  in  production  may  affect  acceptance  of  a 
policy  of  price  control  relative  to  average  income.  The  feasibility  and  effects  of  such  a measure 
are  therefore  likely  to  vary.  So  far  few  countries  have  consistently  applied  such  a policy  and  its 
effects  cannot  therefore  be  widely  evaluated  in  practical  terms.  In  Finland,  where  both  availabil- 
ity and  relative  price  can  be  state  controlled,  attempts  are  being  made  to  carry  out  such  an 
evaluation.  Alko's  price  policy  for  some  decades  has  been  to  change  prices  of  alcoholic  beverages 
in  line  with  general  price  trends.  The  Alko  administrative  council  fixes  the  prices  of  all  alcoholic 
beverages  and  changes  in  price  are  negotiated  with  the  Ministry  of  Health  and  Social  Welfare  and 
the  Ministry  of  Finance.  The  Finland  Alcohol  Committee  (1978)  recommended  that  an  amend- 
ment be  made  to  the  Alcohol  Act  requiring  the  Alko  Board  of  Administration  to  prevent  the 
price  of  alcoholic  beverages  from  lagging  behind  the  general  price  level;  and  that  these  prices 
should  be  reviewed  at  least  annually.  In  other  countries,  however,  price  changes  may  be  made 
without  consideration  of  any  preventive  effect.  In  Poland,  for  example,  there  have  been  10  in- 
creases in  prices  of  alcoholic  beverages  since  1945,  but  the  response  to  the  WHO  1977  inquiry 
states  that  "although  average  income  was  taken  into  consideration  when  the  increases  were 
undertaken,  there  is  no  direct  relation  between  the  rise  of  average  income  and  the  regulation  of 
price  control". 

Sulkunen  (1978)  has  studied  long-term  developments  in  price  levels  in  the  EEC  countries. 
He  differentiates  between  two  kinds  of  indicators.  One  is  based  on  data  used  to  calculate  the 
general  consumer  price  indices,  the  other  on  data  concerning  household  expenditure  and  volume 
of  alcohol  consumption.  On  the  basis  of  these  indices  (deflated  by  a consumer  price  index),  he 
comes  to  the  following  conclusion: 

"From  the  1950's  to  the  late  1960's  the  real  prices  of  alcoholic  beverages  distinctly  and 
consistently  fell  in  the  Netherlands  and  in  Germany.  In  these  countries  the  increase  in  alcohol 
consumption  was  very  rapid  during  this  period  (Kommission  der  Europaischen  Gemeinschaften, 
1972).  In  the  United  Kingdom,  where  consumption  began  to  rise  in  the  early  1960's  (FFAS  & 
WHO),  the  real  prices  of  alcoholic  beverages  rose  until  the  beginning  of  the  1960's,  whereafter 
they  began  to  decline.  At  the  downward  turn  of  the  price  curve  the  consumption  increase  ac- 
celerated. A similar  pattern  of  prices  and  consumption  is  evident  in  Denmark.  In  Ireland  both 
prices  and  consumption  increased  during  the  1960's.  The  indicator  of  the  real  unit  value  of  all 
alcoholic  beverages  shows  a slight  decline  between  1960  and  1972  and  the  rise  in  consumption  ac- 
celerated at  the  same  time.  France  is  the  only  EEC  country  where  the  consumption  level  has  been 
declining  for  a long  time.  This  is  due  to  a decrease  in  wine  consumption,  while  the  consumption 
of  spirits  and  beer  have  continued  to  increase.  The  prices  of  all  alcoholic  beverages  increased  in 
the  1950's.  Since  then  the  prices  of  beer,  quality  wine  and  cider  have  slightly  increased  whereas 
the  prices  of  ordinary  wine  and  other  alcoholic  beverages  have  remained  stable  or  declined 
(Commission  des  Communautes  Europeennes,  1976).  In  Italy  and  in  Belgium  the  mean  price  level 
of  all  alcoholic  beverages  may  be  considered  to  have  remained  stable  between  1950  and  1975. 
Although  the  price  level  of  beer  did  indeed  rise  by  about  40%  in  Italy  between  1960  and  1966, 
this  has  been  compensated  for  by  a drop  in  the  prices  of  other  alcoholic  beverages.  Notwithstan- 
ding price  rises,  the  Italian  consumption  of  beer  has  grown  strongly.  In  the  Netherlands,  Ger- 
many, UK  and  Denmark  the  price  developments  have  at  least  partly  encouraged  the  rise  in  con- 
sumption. In  many  countries  the  consumption  has,  however,  increased  rapidly  despite  price 
rises." 


It  has  been  stated  that  a policy  controlling  price  relative  to  average  income  will  reduce 
the  consumption  not  only  of  the  population  as  a whole  but  also  of  heavy  drinkers.  Bruun  et  al. 
(1975),  examining  econometric  analyses  of  demand,  show  that  estimates  of  change  in  demand  for 
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one  type  of  alcoholic  beverage  caused  by  change  in  price  of  some  other  type  has  proved  difficult, 
because  the  price  changes  often  occur  together.  Heavy  consumers,  who  are  usually  responsible 
for  a large  proportion  of  total  alcohol  consumption,  generally  prefer  to  use  the  cheaper 
beverages,  and  this  would  have  to  be  taken  into  account  in  establishing  controls  based  on 
relative  price.  In  planning  pricing  policies,  consideration  must  be  given  also  to  probable 
developments  in  social,  cultural  and  economic  conditions,  such  as  creation  of  new  opportunities 
for  using  alcohol,  and  extension  of  markets  by  alcohol  suppliers,  which  could  contribute  to 
changes  in  effectiveness  in  price  manipulation.  In  addition,  it  is  important  to  consider  the 
possibility  of  increased  availability  and  use  of  functional  equivalents,  such  as  drugs. 

According  to  Popham  et  al.  (1976),  available  evidence  gives  little  ground  for  taxing 
different  alcoholic  beverages  differentially,  since  equally  harmful  public  health  effects  result  from 
use  of  the  various  categories,  the  trend  being  to  maintain  consumption  of  equivalent  amounts  in 
terms  of  pure  ethanol.  Thus  sudden  heavy  taxation  on  spirits  is  likely  to  result  in  increased  con- 
sumption of  other  beverages,  though  the  change  may  occur  only  over  a long  period  (Nielsen, 
1965;  Brun-Gulbrandsen,  1968).  As  noted  earlier,  differential  taxation  may  be  imposed  in  the 
belief  that  beverages  with  high  alcohol  content  lead  to  quantitatively  and  qualitatively  greater 
problems  than  beverages  of  low  alcohol  content,  even  if  the  same  quantities  of  pure  alcohol  are 
consumed.  Popham  et  al.  (1976)  contest  this,  but  further  evidence  is  needed  of  the  changes  versus 
rate  of  alcoholic  psychoses  following  changes  in  type  of  beverage  consumed.  In  some  countries 
with  a drinking  pattern  of  sporadic  heavy  consumption  of  undiluted  spirits,  a policy  of  raising 
prices  on  spirits  may,  however,  be  favoured  in  an  effort  to  reduce  specific  problems,  such  as 
violence  and  certain  mental  disturbances  (Wald,  1977).  A recent  study  also  found  that  about 
two-thirds  of  all  drinkers  surveyed  would  pay  more  if  higher  prices  would  help  to  reduce  the 
prevalence  of  alcoholism  (Goodstadt  et  al.,  1978). 

Control  of  Purchase 

Age  limitations.  Probably  all  countries  that  have  legislation  aimed  at  alcohol  control 
include  clauses  concerning  the  age  below  which  persons  are  not  permitted  to  buy  or  consume 
alcoholic  beverages.  The  age  limit  for  purchase  and  consumption  in  a licensed  place  is  generally 
higher  than  for  purchase  in  a retail  shop.  There  may  be  an  age  limit  for  entry  to  a place  licensed 
to  sell  alcoholic  beverages. 

Table  10  gives  examples  of  age  limits  in  various  countries.  In  most  of  the  countries  listed, 
the  age  limit  for  purchase  to  carry  away  ranges  from  18  - 21  years,  although  in  four  countries  it  is 
16  and  in  one,  14  years  for  fermented  beverages.  For  consumption  on  the  premise  of  sale  the  age 
limit  is  generally  18  - 20  years,  although  it  is  15  in  one  country,  16  in  five,  and  16  in  six  more  for 
beer  and  wine. 

Attention  has  been  drawn  to  the  fact  that  regulations  concerning  age  limits  are  difficult 
to  enforce.  In  some  areas,  however,  not  only  the  purchaser  but  also  the  seller  may  be  punishable 
and  production  of  an  identity  card  may  be  requested.  The  purpose  of  the  regulations  is 
presumably  to  protect  what  are  considered  the  most  vulnerable  age  group.  In  recent  years  a 
tendency  has  been  noted  towards  lowering  these  permissible  age  levels  for  several  reasons:  that 
the  regulation  is  difficult  to  enforce;  that  a high  percentage  of  young  persons  below  the  legal  age 
level  are  in  any  case  purchasing  and  consuming  alcoholic  beverages,  and  the  prohibition  may 
only  exacerbate  the  situation;  it  is  considered  by  some  that,  where  the  voting  age  is  lowered,  so 
should  be  the  drinking  age. 

Only  few  relevant  evaluative  studies  have  been  carried  out.  An  unpublished  study  by 
Schmidt  shows  that  a change  in  drinking  age  from  21  to  18  in  Ontario  led  to  an  increase  in 
alcohol  consumption  in  licensed  premises  greater  than  expected.  Surveys  of  college  and  high 
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school  pupils  also  revealed  reported  increases  in  drinking,  especially  in  bars  and  taverns  (Smart 
& Schmidt,  1975).  The  authors  state,  however,  that  this  may  mean  that  drinking  has  become 
more  public  and  therefore  under  greater  legal  and  social  control.  There  have  been  some  reports 
of  increased  rates  of  road  accidents  among  young  people  as  a result  of  lowering  of  the  legal 
drinking  age  limit  (Schmidt  & Komaczewski,  1975;  Williams  et  al.,  1974;  Douglass  & Filkins, 
1974).  The  above  studies  are  quoted  by  Smart  and  Finlay  (1976)  who  report  the  effects  of  chang- 
ing the  drinking  age  on  per  capita  beer  consumption  in  10  Canadian  provinces  between  1970  and 
1972.  Different  results  were  found  in  different  provinces:  five  of  the  10  showed  a decrease  in  per 
capita  consumption,  whereas  five  showed  an  increase.  In  only  two  of  these  five  was  the  increase 
greater  than  in  a control  province  where  there  had  been  no  recent  change  in  age  limit.  In  a wider 
review.  Smart  (1977)  concludes  that  there  is  good  presumptive  evidence  that  laws  lowering  age 
limits  for  purchase  and  consumption  of  alcohol  lead  to  increased  alcohol  consumption  and 
alcohol  problems  among  young  people.  This  was  corroborated  by  the  findings  of  Whitehead  et 
al.  (1975). 

Another  example  comes  from  the  USA,  where  a campaign  for  granting  full  drinking 
rights  to  the  newly  enfranchised  group  aged  18-20  years  (starting  in  1970)  resulted  in  24  states 
reducing  the  minimum  age  limit  for  alcohol  consumption  from  21  to  18,  19  or  20  by  1973;  in 
another  10  states  beer  and  wine  consumption  became  permissible  below  age  21.  In  1976,  one 
state  (Minnesota)  raised  the  age  from  18  to  19  years  and  since  then  several  states  have  raised  the 
age  to  19  or  20  years  and  others  are  now  considering  a similar  change.  Two  Canadian  Provinces 
(Ontario  and  Saskatchewan)  have  also  recently  raised  the  minimum  age  from  18  to  19  years. 
This  reversal  of  the  trend  seems  to  have  been  prompted  by  an  increase  in  alcohol-related  driving 
accidents  and  fatalities  in  the  age  group  18-20  years  and  by  a continuous  rise  in  juvenile  crimes. 

Limitation  of  amounts  purchasable  at  one  time.  In  most  countries  there  appears  to  be  no 
restriction  on  amounts  of  alcoholic  beverages  that  may  be  sold  at  one  time.  Fiowever,  in  a few, 
some  restrictions  are  imposed,  presumably  for  prevention  purposes.  In  Finland,  for  example, 
single  purchases  in  Alko  stores  are  limited  to  a litre  of  Finnish  spirits  or  two  litres  of  other  strong 
drinks. 


Several  countries  have  experimented  with  a type  of  rationing  system  for  limiting 
amounts  purchasable  by  an  individual.  Such  a system  called  the  Linturi  system  (after  the  Vice- 
President  of  the  Finnish  alcohol  monopoly)  was  introduced  in  Finland  in  1943  but  has  now  been 
abandoned.  Each  consumer  was  assigned  to  a permanent  place  of  purchase,  where  his  purchase 
(limited  to  two  litres  of  brandy  per  occasion)  was  stamped  on  a control  card.  The  card  could  be 
withdrawn  if  the  stamping  official  thought  fit  to  send  the  card  to  the  central  office  where  the  con- 
sumption might  be  considered  to  be  too  heavy  (Forsberg,  1947).  Studies  carried  out  between 
1952  and  1953  on  this  system  indicated  that  "changes  occurring  in  alcoholic  behaviour  and 
misuse  must  be  attributed  to  factors  other  than  surveillance"  (Lanu,  1955). 

A similar  system  (the  Bratt  system,  after  a Stockholm  physician)  was  introduced  into 
Sweden  in  1922,  following  prohibition,  and  lasted  until  October  1,  1955.  Usually  only  one  ration 
book  was  allowed  per  household  and  the  permit  allowed  an  individual  at  most  four  litres  of 
spirits  per  month.  Beer  (light)  and  wine  were  not  rationed  except  that  only  Vi  bottle  of  fortified 
wine  was  allowed  per  customer  in  a restaurant.  Amounts  of  spirits  purchasable  in  restaurants 
were  also  limited:  not  more  than  7.5  cl  before  3 p.m.,  15  cl  after  (Marcus,  1946). 

A feature  of  the  Belgian  alcohol  control  law,  enacted  in  1919,  had  remarkable  conse- 
quences. Serving  and  consumption  of  distilled  spirits  or  aperitives  (over  22%  alcohol)  are  not 
permitted  in  public  drinking  establishments  or  any  place  open  to  the  public,  but  only  in  closed 
clubs.  Such  beverages  may  be  bought  in  stores  but  only  in  amounts  greater  than  two  litres.  One 
year  after  the  passage  of  this  law,  the  apparent  consumption  of  distilled  spirits  dropped  by  66% 
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and  within  a few  years,  admission  to  hospitals  for  alcoholic  psychosis  and  arrests  for  drunken- 
ness fell  by  50%.  De  Boe  (1974)  remarks  that  the  effectiveness  of  the  law  was  diminished  after 
1945  because  i)  the  two-litre  rule  is  mostly  disregarded,  or  beverages  are  sold  on  credit  or  in  "sam- 
ple" bottles,  ii)  spirits  are  often  sold  clandestinely  by  owners  of  drinking  establishments,  iii)  the 
number  of  closed  clubs  is  growing,  iv)  the  law  is  not  sufficiently  enforced,  and  v)  the  law  is  un- 
popular. 

Limitation  of  sales  to  certain  categories  of  persons.  Regulations  are  to  be  found  in  many 
laws  limiting  or  prohibiting  sales  of  alcoholic  beverages  to  persons  who  are  at  high  risk  of  en- 
dangering themselves  or  others  by  consumption,  or  further  consumption,  of  alcohol.  These 
groups  include:  persons  apparently  drunk  (e.g.  Finland,  all  the  states  in  the  USA),  persons  on 
public  relief  and  mental  patients  (Switzerland)  and  alcoholics  (some  Swiss  cantons).  Formerly  in 
Sweden  alcoholic  beverages  could  not  be  sold  to  a person  placed  on  a "blocked  list"  either  by  a 
temperance  board  because  of  alcohol  abuse  or  for  having  been  found  guilty  of  illicit  sale  of 
alcoholic  beverages,  or  for  having  been  sentenced  more  than  once  in  the  last  12  months  for 
drunkenness,  for  unsober  driving  or  drunken  driving.  These  restrictions  were  abolished  by  the 
1978  alcohol  law. 

No  studies  have  been  found  concerning  the  effectiveness  of  such  regulations. 


Limitation  of  Advertising  and  Persuasion 

Table  11  summarizes  existing  and  proposed  restrictions  on  advertising  in  various  coun- 
tries. 


Purposes  of  limitation.  In  many  countries  it  is  considered  that  advertising  of  alcoholic 
beverages  has  been  at  least  partly  responsible  for  recent  increases  in  consumption  levels  and  that 
vulnerable  groups,  particularly  the  young,  have  been  targets  of  some  of  the  advertising.  Limita- 
tion, or  complete  prohibition  of  advertising,  it  is  argued,  would  reduce  consumption. 

The  Canadian  Minister  of  National  Health  and  Welfare,  Marc  Lalonde  (1976),  in  an 
address  to  the  11th  Annual  Conference  of  the  Canadian  Foundation  on  Alcohol  and  Drug 
Dependence,  referred  to  the  increasing  aggressiveness  of  alcohol  advertising  in  Canada  and  the 
possibility  that  this  has  helped  to  establish  what  the  LeDain  commission  called  ".  . . the  general 
climate  of  acceptance  ..."  now  associated  with  alcohol  use.  Lalonde  refers  to  'The  constant 
association  of  drinking  with  the  notion  of  romance,  success  and  enjoyment  and  almost  every 
facet  of  daily  life"  whereas  "very  little  of  the  message  about  the  dangers  of  alcohol  use  is  getting 
across  to  the  public".  Similar  concern  has  been  expressed  in  a number  of  countries. 

Responsibility  for  limitation  initiatives.  Health  ministries  have  been  responsible  in  a 
number  of  countries  for  initiating  discussions  on  the  limitation  of  advertising,  and  in  several 
cases  other  bodies  — including  producers  — have  been  brought  into  the  debates.  In  Canada,  for 
example,  a meeting  was  convened  by  the  Canadian  Department  of  Health  and  Welfare  with  the 
participation  of  federal  departments  and  agencies  and  provincial  health  and  alcohol  marketing 
authorities  to  consider  possible  approaches  to  control  of  advertising.  These  would  include  chang- 
ing the  practices  of  the  Canadian  Radio-Television  Telecommunications  Commission's  Beer, 
Wine  and  Cider  Clearance  Committee  (responsible  for  approval  of  relevant  broadcast  messages). 
Another  step  would  be  discussions  with  the  brewing,  wine-making  and  distilling  industries  and 
the  mass  media  concerning  extent  and  content  of  broadcast  advertising.  Such  steps  have  already 
been  taken  in  Quebec,  where  a series  of  rules  has  been  formulated  regulating  the  advertising  of 
alcoholic  beverages.  In  Honduras,  the  General  Directorate  of  Public  Health  has  directed  the 
Legal  Assessor  of  the  Ministry  to  carry  out  a study  on  the  restriction  of  advertising  on  alcoholic 
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beverages.  In  Argentina  it  is  the  Ministry  of  Social  Welfare  that  has  established  a National  Com- 
mittee against  Alcoholism,  which  is  developing  a legal  instrument  to  limit  advertising  of 
alcoholic  beverages  by  the  mass  media.  In  Thailand,  the  Food  and  Drug  Office  and  the  Mass 
Communication  Committee  have  responsibility  for  ensuring  that  advertising  of  alcoholic 
beverages  is  neither  too  offensive  nor  too  provocative  in  promoting  consumption. 

Questions  concerning  alcohol  advertising  have  been  the  subject  of  considerable  discus- 
sion in  several  European  countries.  Following  a warning  from  the  Ministry  of  Health  about  rising 
alcohol  consumption,  Dutch  breweries  have  announced  voluntary  restriction  of  advertising  cam- 
paigns. A special  Swedish  Commission  has  been  studying  questions  of  advertising  alcohol  and 
tobacco  products  resulting  in  a parliamentary  bill  to  ban  all  advertisements  for  spirits,  wine  and 
strong  beer  in  the  newspapers  and  most  magazines;  there  is  no  commercial  advertising  on  the 
radio  and  television  (Lindberg,  1979).  Proposals  were  put  forward  in  the  Federal  Republic  of 
Germany  by  the  Federal  Centre  for  Health  Education  (1975)  to  limit  advertising.  In  addition,  it 
was  suggested  that  meetings  be  held  between  educators,  youth  psychologists,  advertisers, 
alcohol  producers  and  communications  specialists  to  propose  voluntary  means  of  limiting 
advertisements  of  alcoholic  beverages,  and  the  recommendations  could  be  followed  up  by  the 
Ministry  of  Youth,  Family  and  Health.  A public  initiative  in  Switzerland,  introduced  by  the 
Good  Templar  Youth  Movement  to  prohibit  advertising  of  dependence-producing  drugs,  in- 
cluding alcohol,  was  defeated  in  a referendum  in  1979.  In  1973  the  Council  of  Europe  recom- 
mended that  there  should  be  a strict  regulation  or  prohibition  of  publicity  for  tobacco  and 
alcohol  on  television  and  radio  and  that  in  general  advertising  of  these  products  should  be 
limited,  especially  in  the  press,  in  places  of  entertainment,  in  the  streets,  in  public  places  and  on 
sports  grounds. 

Prohibition  of  advertising.  In  a few  countries,  advertising  of  alcoholic  beverages  is 
already  banned.  This  is  true,  for  example,  in  Cuba,  Egypt,  the  German  Democratic  Republic, 
Norway,  and  Poland,  as  well  as  in  Finland  since  March  1977.  The  French  Code  concerning 
alcohol  outlets  and  measures  against  alcoholism  (Article  L.17)  prohibits  all  publicity,  of 
whatever  kind,  in  favour  of  beverages  of  group  5:  these  include  in  particular  aperitives  based  on 
alcohol  (aniseed,  bitters)  and  grain  spirits  (whisky,  vodka,  gin).  Advertising  of  beverages  with 
more  than  20%  ethanol  is  prohibited  in  Indonesia.  The  Government  of  India  has  banned  adver- 
tisement of  alcoholic  beverages  and  public  inducement  to  drinking. 

Constraints  on  advertising  on  radio  and  television.  Several  countries  have  special 
regulations  banning  or  restricting  advertising  on  radio  and  television,  e.g.  Canada,  Costa  Rica, 
Mexico,  France,  Britain,  Zambia.  The  restrictions  include  times  and  duration  of  advertising  (e.g. 
a ban  on  peak  hours  or  at  times  when  the  audience  is  likely  to  comprise  largely  children  or  young 
people),  the  type  of  message  implied  (e.g.  encouraging  over-indulgence),  direct  as  well  as  in- 
cidental advertising  (when  the  name  of  a product  appears  on  the  screen  or  is  mentioned). 

Specific  restrictions.  In  a number  of  countries,  restrictions  issued  concerning  advertising 
of  alcoholic  beverages  aim  to  prevent  encouragement  of  drinking  by  young  people,  to  prevent 
the  image  of  strong  drink  as  a challenge,  as  a stimulant  or  sedative  or  as  beneficial  to  health  and 
well-being  (unless  approved  by  a medical  consultant).  The  advertisement  should  not  associate 
drink  with  driving  nor  encourage  over-indulgence  or  habitual  drinking  nor  make  statements 
about  the  high  alcohol  content  of  a drink  nor  suggest  that  low  alcohol  content  beverages  are  safer 
than  strong  drinks.  In  Costa  Rica,  a decree  states  that  alcohol  advertisements  using  national  sym- 
bols and  folklore  music  are  prohibited. 

Assessment  of  effects  of  limitations.  Very  few  studies  have  been  made  on  the  effects  of 
limiting  advertising  and  other  methods  of  increasing  sales  of  alcoholic  beverages.  Smart  and 
Cutler  (1976)  discuss  the  question  of  whether  mass  advertising  of  alcoholic  beverages  contributes 
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to  total  alcohol  sales,  and  refer  to  the  producers'  argument  that  it  has  no  effect  on  overall  sales 
but  that  the  purpose  of  advertising  is  to  change  preferences  for  specific  brands  of  alcohol.  The 
evidence  available  strongly  suggests  that  advertising  of  alcoholic  beverages  probably  contributes 
to  sales,  although  it  may  not  be  exclusively  important.  A more  detailed  examination  was  made  of 
the  14-months'  ban  on  alcohol  and  tobacco  advertising  in  British  Columbia  (1971/1972). 
Monthly  and  yearly  analyses  of  beer,  wine  and  liquor  consumption  did  not  support  the  view  that 
the  ban  had  reduced  consumption.  As  pointed  out,  however,  the  short  duration  of  the  ban  may 
have  precluded  any  major  effects.  Moreover,  there  was  lack  of  support  from  the  community  and 
mass  media  and  advertising  by  outside  media  interfered  with  the  ban.  Another  recent  Canadian 
study  "produced  little  evidence  to  support  the  claim  that  level  of  per  capita  consumption  of 
beverage  alcohol  in  Canada  is  influenced  by  the  volume  of  advertising  for  the  products  con- 
cerned" (Barnes  & Bourgeois,  1977). 

Feasibility  of  introduction  and  enforcement  of  limitations.  This  will  depend  very  much 
on  local  factors,  such  as  the  strength  of  economic  interests,  the  type  and  acceptance  of  the  agen- 
cy, if  any,  responsible  for  control  and  public  acceptance  of  the  measures.  There  is  now  con- 
siderable evidence  that  whatever  controls  are  promulgated,  advertisers  are  likely  to  find  clever 
ways  of  getting  round  them  and  constant  vigilance  is  required  on  the  part  of  the  control  body.  In 
some  countries,  however,  active  steps  have  been  taken  to  involve  the  alcohol  beverage  producers 
in  establishing  a code  for  taking  a more  responsible  attitude  to  advertising  and  sales  promotion. 

An  article  in  the  Addiction  Research  Foundation  of  Ontario's  Journal  (1977)  illustrates 
some  of  the  difficulties  arising  in  attempting  to  ban  advertising.  The  private  broadcaster 
members  of  the  Canadian  Association  of  Broadcasters  make  about  $16  million  a year  from  beer 
and  wine  advertising  and  are  pressing  for  restrictions  on  spirits  advertising  to  be  lifted.  They  urge 
promotion  of  moderate  ("responsible")  drinking  and  note  that  even  if  greater  restrictions  are  im- 
posed on  radio  and  television  advertising  in  Canada,  this  will  not  affect  the  US  broadcasts  that 
reach  many  Canadians. 


4.5  Conclusions 

In  concluding  this  section,  it  should  be  pointed  out  that  in  recent  decades  government 
measures  have  often  led  to  a rising  level  of  alcohol  consumption.  In  the  most  recent  years, 
however,  there  has  been  a change  in  policy  in  some  areas  and  stricter  rules  concerning  produc- 
tion, distribution  and  purchase  of  alcohol  have  been  adopted.  There  is  some  evidence  of  a levell- 
ing off  or  even  a lowering  of  consumption.  Economic,  fiscal  and  political  considerations  have 
played  some  role  in  the  changes  occurring,  and  prevention  of  alcohol  problems  has  not  always 
been  the  main  objective  of  measures  taken.  In  attempting  to  pursue  a policy  of  limiting  produc- 
tion of  alcoholic  beverages,  account  has  to  be  taken  of:  a)  the  feasibility  of  overcoming  resistance 
on  the  part  of  the  producers  and  others  financially  involved  in  the  production  and  trade,  b)  the 
possibility  of  controlling  other  sources,  i.e.  importation  and  illicit  or  home  production.  Con- 
sideration will  also  have  to  be  given  to  the  need  to  monitor  changes  in  the  feasibility  and  effec- 
tiveness of  the  policy  that  may  be  due  in  some  cases  to  changes  in  public  attitudes,  in  some  cases 
to  changes  in  situation  and  conditions. 

It  is  not  possible  to  recommend  any  single  method  of  reducing  availability  to  prevent 
alcohol-related  problems  but  it  appears  that  a series  of  restrictions,  established  after  careful  con- 
sideration of  local  sociocultural  and  economic  factors,  and  imposed  after  widespread  public 
education  and  discussion  and  investigation  of  public  attitudes,  are  likely  to  result  in  measurable 
improvement  of  the  situation.  Maintenance  of  such  improvement  would  entail  a clear  definition 
of  policy,  and  the  existence  of  an  effective  body  to  monitor  the  situation  and  to  review  and  en- 
sure enforcement  of  policy  provisions. 
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Table  9. 

Regulations  on  Permissible  Times  of  Alcohol  Sales 


Region** 

Country 

Days  closed 

Periods  usually  open 

References*** 

AFRICA 

Nigeria 

Licensed  bodies  are  not  strictly  regulated  as  to  hours  of  sale 

1978  response 

Zambia 

Regulations  concerning  hours  of  sale  are  applied  to  some  outlets  but  many 
are  not  subject  to  them:  bars,  for  example,  keep  their  own  hours 

1977  response 

AMERICAS 
Costa  Rica 

6 a.m.  — 11  p.m.  (to  midnight  on  Sundays 
and  public  holidays) 

1977  response 

Venezuela 
- on  premises* 

4 a.m.  Sunday  & public 

Monday  - Sunday  (a.m.);  hours  depend  on 

1977  response 

holidays  to  11  a.m. 

Monday  (or  day  after  holi- 
day) 

type  of  establishment:  usually  11  a.m.  to  5 p.m. 

- retail 

Sunday 

USA 

Nearly  all  States  allow  sale  of  some  alcoholic 
beverages  7 days  a week.  A few  have  some 
restrictions  on  Sunday  sales:  shorter  hours,  only 
beer  and/or  wine,  only  in  establishments  with 
half  income  from  food  (e.g.  restaurants);  local 
communities  can  further  restrict. 

1977  response 

- on  premises 

Varies  by  State:  many  open  at  least  18  hours  a 
day 

- retail 

Varies  by  locality:  at  least  8 hours  a day,  most 
about  12  hours 

EUROPE 
Finland 
- on  premises 

Restaurants:  12  noon  - 0.30  a.m.  (a  few  till  1.30 
or  2.30  a.m.);  medium  and  strong  beer  sold 
from  9 a.m.  Cafes  may  sell  medium  beer  to  10 
a.m.  at  latest. 

1977  response 

- retail 

Sunday,  holidays,  day 

Spirits,  wine  and  strong  beer  sold  only  in  Alko 

before  6 public  holidays 

stores:  Monday  - Thursday  10  a.m.  - 5 p.m., 
Friday  10  a.m.  - 6 p.m.,  Saturday  9 a.m.  - 
2 p.m.  Medium  beer  may  be  sold  in  food  shops 

8 a.m.  - 5 or  8 p.m.  (usually) 

France 
- on  premises 

Varies  according  to  municipal  authorities; 
no  official  hours  laid  down 

1978  response 

* "On  premises"  means  sale  in  places  where  alcoholic  beverages  may  be  consumed  (although  they  can  also  be  bought  for  taking 
away) 

**  The  WHO  Member  States  are  divided  into  six  regional  areas:  Africa,  Americas,  Eastern  Mediterranean,  Europe,  South-East  Asia 
and  Western  Pacific 

***  1977/78/79  response:  information  received  in  response  to  request  relating  to  current  WHO  project 

1972  response:  report  prepared  for  WHO  Inter-Regional  Seminar  for  National  Programmes  on  Problems  of  Alcohol  and 

Drug  Dependence,  1972 

1971  response:  report  prepared  for  WHO  Inter-Regional  Training  Course  for  National  Programmes  on  Problems  of 

Alcohol  and  Drug  Dependence 
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Table  9.  (contd.) 

Regulations  on  Permissible  Times  of  Alcohol  Sales 


Region** 

Country 

Days  closed 

Periods  usually  open 

References*** 

EUROPE 

(contd.) 

Germany, 

Fed.  Rep. 

- retail 

Sunday  and  public  holidays 

Monday  - Saturday 

1978  response 

Iceland 
- retail 

Sunday  & holidays, 

Saturday  from  noon 

Ireland 
- on  premises 

Good  Friday  and  Christmas 
Day 

Monday  - Saturday,  summer  time:  10.30  a.m.  - 
11.30  p.m.  Winter  time:  10  a.m.  - 11  p.m. 
Sunday  - summer  time:  12.30  - 2 p.m.,  4 -10.30 
p.m.  Winter  time:  12.30  - 2 p.m.,  4-10  p.m. 

Netherlands 
- on  premises 

Cafes:  5 a.m.  - 1 a.m. 

Spirits:  8.30  a.m.  - 6 p.m.  Beer  and  wine: 
groceries  and  dairies  usual  hours 

Norway 
- on  premises 

Sunday,  holidays 
(?  Saturday) 

Monday  - Friday  (?  Saturday):  about  3-11  p.m. 

- retail 

Sunday,  holidays 
(7  Saturday) 

Monday  - Friday  (?  Saturday):  6 hours  a day 

Sweden 
- on  premises 

Generally  noon  to  1 a.m. 

1979  response 

- retail 

Sunday,  holidays 

Spirits,  wine  and  strong  beer  sold  only  by  the 
monopoly  shops:  Monday-Friday:  9 a.m.  - 6 
p.m.,  Saturday:  9 a.m.  - 1 a.m. 

Switzerland^ 

- on  premises 

Daily  5/7  a.m.  - 11/12  p.m.  (exceptionally 

1/2  a.m.).  Dance  halls  and  bars,  consumption 
till  2/4  a.m. 

1977  response 

- retail 

Sunday  (with  exceptions, 
e.g.  in  tourist  areas  and 
purchase  in  restaurants) 

Monday  - Friday:  7/8  a.m.  - 6/7  p.m. 

Saturday:  7/8  a.m.  - 4/5  p.m. 

United 
Kingdom: 
England 
- on  premises 

Monday  - Saturday:  11  a.m.  - 3 p.m.,  5:30  p.m. 
- 10:30  p.m.  (London  11  p.m.).  Some  variation 
permitted,  but  not  before  10  a.m.,  total  hours 
not  more  than  9 or  9V2,  at  least  2 hour  break. 
Sunday:  shorter  hours 

1977  response 

Scotland 
- on  premises 

Monday  - Sunday:  11  a.m.  - 2:30  p.m. 

5 p.m.  - 11  p.m. 

USSR 
- retail 

Spirits  of  > 40%  ethanol 
may  not  be  sold  on  Sundays 
and  holidays  in  shops 

Spirits  and  wine:  daily,  11  a.m.  - 7 p.m. 

ICAA  1976 

' Regulations  vary  from  Canton  to  Canton;  general  indications  given 
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Table  9.  (contd.) 

Regulations  on  Permissible  Times  of  Alcohol  Sales 


Region** 

Country 

Days  closed 

Periods  usually  open 

References*** 

SOUTH- 
EAST ASIA 

India 

Pay  days  to  be  uniformly 
"dry"  days;  increasing 
number  of  additional  "dry" 
days  according  to  individual 
state  regulations 

1978  response 

Sri  Lanka 

- on  premises 

- retail 

Taverns  and  bars:  9 a.m.  - 7 p.m. 

(some  to  10  p.m.) 

9 a.m.  - 7 p.m. 

1977  response 

WESTERN 

PACIFIC 

Australia 
- on  premises 

Restaurants:  daily,  generally  noon  - 3 a.m. 

Clubs:  12  to  24  hours  a day.  Coastal  shipping, 
interstate  airlines:  up  to  24  hours  a day.  Hotels:^ 
according  to  demand. 

- retail 

Sunday  and  public  holidays 
in  most  localities 

Fiji  Islands 
- retail 

Sunday 

Monday  - Saturday:  9 a.m.  - 5 p.m. 

WPRO,  1976 

Gilbert 

Islands 
- retail 

Sunday 

Monday  - Friday:  8 a.m.  - 4 p.m. 

Saturday:  8 a.m.  - noon 

WPRO,  1976 

New  Zealand 
- on  premises 

Sunday,  Good  Friday, 
Christmas  Day 

Sunday 

Hotels  & taverns:  Monday  - Saturday:  11  a.m. 

- 10  p.m.  (usual  hours);  may  also  sell  off 
premises  these  hours 

Hotels  & tourist  houses: 

9 a.m.  - 11.30  p.m.  as  part  of  substantial  meal; 
for  lodgers  any  time  any  day 

Chartered  clubs:  9 a.m.  - 10  p.m.  (may  not  sell 
liquor  for  more  than  11  hours  a day). 

Licensed  restaurants:  daily,  table  wine,  beer  and 
stout  (with  meals),  noon  - 2.30  p.m.  & 6 -11.30 

New  Zealand 
Royal  Commis- 
sion of  Inquiry 
(1974) 

p.m. 

Cabarets:  daily,  6 - 11.30  p.m. 

Theatres:  daily,  7 - 10  p.m. 

- retail 

Sunday,  Good  Friday 
Christmas  Day 

Monday  - Saturday,  Bottle  stores;  11  a.m.  - 
10  p.m.  (often  part  of  hotel  and  tavern 
premises). 

' "Hotel"  in  Australia  and  New  Zealand  is  the  term  for  a particular  drinking  place,  which  has  a few  rooms  for  lodgers. 
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Table  lo. 

Age  Limit  for  Purchase  and  Consumption  of  Alcoholic  Beverages 


Region** 

Country 

Purchase  to 

CARRY  AWAY 

Consumption  on 
premises 

Enter  licensed 
premises 

References*** 

AMERICAS 

Brazil 

18 

1977  response 

Canada 

18  (in  4 provinces) 

19  (in  6 provinces 
+ in  territories) 

1979  response 

Mexico 

18 

18 

18 

1977  response 

Peru 

Minors  not  served 

1977  response 

USA 

18  in  19  States, 

19  in  6 States, 

20  in  1 State, 

21  in  24  States  and  DC 
(In  10  of  these  24  States 
beer  and  wine  may  be 
consumed  at  lower  ages) 

'Tull  drinking  rights" 
as  of  1973  (1976  for  1 

State  that  raised  age 
from  18  to  19  years.  6 
other  States  discussing 
raising  minimum  age) 

1977  response 

Venezuela 

18 

1977  response 

EUROPE 

Austria 

Belgium 

16 

20  (1) 

It  is  prohibited  for  persons 
under  16  years  to  enter 
dancing  places  where 
alcohol  is  served,  unless 
accompanied  by  an  adult 
in  charge 

(1)  Law  of  1939 
on  repression  of 
inebriety 

(2)  Law  on  moral 
preservation  of 
young  people 

1960 

(1977  response) 

Bulgaria 

Czechoslo- 

vakia 

18  (except  beer) 

16 

15 

(after  8 p.m.,  only  if 
accompanied  by  adult) 

Bratanov  (1968) 

Finland 

18 

18-19  (may  consume  bevs. 
<17%  ethanol,  20  (bevs. 
17%  ethanol) 

> 

1977  response 

France 

14  (fermented  bevs.) 
16  (spirits) 

14-16  (may  consume 
fermented  bevs.  if  accom- 
panied by  adult. 

18  (spirits),  16-18  (may 
consume  fermented  bevs.) 

16  (unless  accompanied  by 
adult  in  charge,  aged  over 
18) 

Code  des  Debits 
de  Boissons  et 
des  Mesures 
contre  I'Alcoo- 
lisme 

"The  WHO  Member  States  are  divided  into  six  regional  areas:  Africa,  Americas,  Eastern  Mediterranean,  Europe,  South-East  Asia 
and  Western  Pacific. 

***1977/78/79  response:  information  received  in  response  to  request  relating  to  current  WHO  project 

1972  response:  report  prepared  for  WHO  Inter-Regional  Seminar  for  National  Programmes  on  Problems  of  Alcohol  and 

Drug  Dependence,  1972 

1971  response:  report  prepared  for  WHO  Inter-Regional  Training  Course  for  National  Programmes  on  Problems  of 

Alcohol  and  Drug  Dependence 

bevs.  = beverages 
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Table  lo.  (contd.) 

Age  Limit  for  Purchase  and  Consumption  of  Alcoholic  Beverages 


Region** 

Country 

Purchase  to 

CARRY  AWAY 

Consumption  on 

PREMISES 

Enter  licensed 

PREMISES 

References*** 

EUROPE 

(contd.) 
Germany 
Federal  Rep. 

16 

16  (beer,  wine) 

18  (spirits) 

16  (unless  accompanied  by 
adult  and  some  other 
exceptions) 

Law  for  pro- 
tection of  youth 
in  public 
(1951-1957) 

Iceland 

21 

Jellinek  (1963) 

Ireland 

15 

15-18;  unless: 
the  container  is 
stoppered,  sealed  and 
contains  at  least  one 
reputed  pint 

18 

14 

1977  response 

Italy 

16 

1977  response 

Netherlands 

16  (beer,  wine) 

16  (bevs.  with  ^ 18% 
ethanol) 

National  Council 
of  Women  1976 

Poland 

18  (bevs.  with 
> 4.5%  ethanol) 

18  (bevs.  with 
^ 4.5%  ethanol) 

Anti-Alcoholism 
Act  1959 

Romania 

16 

1977  response 

Spain 

16 

16 

18  (nightclubs) 

Sweden 

20 

18,  16  (beer) 

Switzerland 

16  (in  some  cantons, 
under  16  if  accom- 
panied by  adult) 

16  (in  some  cantons,  under 
16  if  accompanied  by 
adult) 

1977  response 

United 

Kingdom 

— England 
and  Wales 

— Scotland 

18 

18 

18,  16  (beer  and  cider 
with  meals) 

18,  16  (beer,  porter,  cider 
and  perry  with  meals) 

14 

14 

1978  response 

1977  response 

USSR 

18 

Vodka  may  not  be  served 
to  people  under  18 

Yugoslavia 

15 

1972  response 

EASTERN 

MEDITER- 

RANEAN 

Tunisia 

20 

SOUTH- 
EAST ASIA 
India 

No  consumption  in 
some  States;  18  or  21  in 
other  States 

1977  response 

Indonesia 

16 

1977  response 

Sri  Lanka 

18 

18 

1977  response 

Thailand 

18 

18 

1978  response 
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Table  lo.  (contd.) 

Age  Limit  for  Purchase  and  Consumption  of  Alcoholic  Beverages 


Region** 

Country 

Purchase  to 
CARRY  AWAY 

Consumption  on 

PREMISES 

Enter  licensed 

PREMISES 

References*** 

WESTERN 

PACIFIC 

Australia 

18 

18 

1977  response 

Fiji 

18 

WHO/WPRO 

1976 

Japan 

20 

20  (liquor) 

18 

New  Zealand 

20 

20  (18,  if  accompanied 
by  adult) 

1977  response 

Papua 

New  Guinea 

18 

WHO/WPRO, 

1976 

Philippines 

21 

WHO/WPRO, 

1976 

Tonga 

21 

WHO/WPRO, 

1976 

Western 

Samoa 

21 

WHO/WPRO. 

1976 

Cook  Islands 

18 

WHO/WPRO, 

1976 

Gilbert  Islands  18 

WHO/WPRO, 

1976 

Guam 

18 

WHO/WPRO, 

1976 

Hongkong 

18 

WHO/WPRO, 

1976 

Samoa, 

American 

18 

WHO/WPRO, 

1976 

Solomon 

Islands 

18 

WHO/WPRO, 

1976 
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Table  ii. 

Restrictions  on  Advertising 


Region** 

Country 

Restrictions  and  comments 

References*** 

AFRICA 

Zambia 

Ale.  bevs.'  may  not  be  advertised  on  radio  and  television.  A recent  seminar 
on  alcohol-related  matters  has  recommended  that  opaque  beers  should  no 
longer  be  advertised  as  having  a high  food  value. 

1977  response 

AMERICAS 

Argentina 

The  National  Committee  against  Alcoholism  is  developing  a legal  instrument 
to  limit  advertising  of  ale.  bevs.  by  mass  media. 

1977  response 

Canada 

Federal  regulations  permit  advertising  of  beer  and  wine,  but  not  spirits,  on 
television  and  radio.  Each  province  passes  its  own  legislation  on  advertising, 
but  must  act  within  the  federal  regulations  for  television  and  radio  adver- 
tising. Several  provinces  allow  no  advertising  and  in  most  others  it  is  subject 
to  a strict  code.  In  Quebec,  the  regulations  state  that  publicity  must  be  true, 
aesthetic  and  moderate;  it  should  not  use  star  personalities  nor  give  the  idea 
that  alcohol  has  nutritive  or  curative  value.  Currently  there  are  discussions 
between  Governments  in  Canada  and  the  alcohol  industry  regarding  restric- 
tions on  advertising. 

1977  response 

Costa  Rica 

Advertising  of  ale.  bevs.  (a)  is  prohibited  in  daily  newspapers,  radio  and  tele- 
vision on  Sunday  and  Public  Holidays,  (b)  may  not  appear  on  pages  in 
periodicals  or  programmes  in  radio  and  television  directed  to  children  or 
related  to  sports  activities,  (c)  is  forbidden  on  sports  grounds  and  other 
sports  activities.  No  commercial  advertising  of  ale.  bevs.  is  allowed  on  radio 
or  television  just  before  and  after  programmes  addressed  to  minors.  Publi- 
city on  these  products  must  be  limited  to  factual  information.  It  is  prohibited 
to  associate  ale.  bevs.  with  moral  and  physical  well-being;  to  relate  it  to 
sports,  intellectual  and  professional  activities  or  any  particular  qualities;  to 
relate  it  to  national  symbols  or  folklore  music.  Minors  may  not  appear  in 
publicity  for  ale.  bevs.,  nor  may  publicity  of  these  products  be  directed  to 
minors. 

Law  No.  5489 
of  6 March, 

1974 

Cuba 

There  is  no  advertising  of  ale.  bevs. 

1977  response 

Ecuador 

Commercial  advertising  of  ale.  bevs.  is  allowed  on  television  only  after 
9pm 

1977  response 

Mexico 

There  is  limitation  of  advertising  on  ale.  bevs.  on  radio  and  television  sta- 
tions and  in  cinemas.  It  must  be  limited  to  factual  information  about  the 
products.  Publicity  shall  not  associate  alcohol  consumption  and  health,  or 
relate  drinking  and  sports  activities.  Youngsters  may  not  appear  in  commer- 
cials and  no  advertising  may  be  directed  to  young  people. 

1972  response 
Health  Code 

Honduras 

The  General  Directorate  of  Public  Health  has  directed  the  Legal  Assessor  of 
the  Ministry  to  carry  out  a study  on  restriction  of  advertising  of  ale.  bevs. 

1977  response 

* Ale.  bevs.  = alcoholic  beverages. 

**  The  WHO  Member  States  are  divided  into  six  regional  areas:  Africa,  Americas,  Eastern  Mediterranean,  Europe,  South-East 
Asia  and  Western  Pacific. 

***  1977/78/79  response:  information  received  in  response  to  request  relating  to  current  WHO  project 

1972  response:  report  prepared  for  WHO  Inter-Regional  Seminar  for  National  Programmes  on  Problems  of  Alcohol 

and  Drug  Dependence,  1972 

1971  response:  report  prepared  for  WHO  Inter-Regional  Training  Course  for  National  Programmes  on  Problems  of 

Alcohol  and  Drug  Dependence 
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Table  ii.  (contd.) 
Restrictions  on  Advertising 


Region** 

Country 

Restrictions  and  comments 

References*** 

AMERICAS 

(contd.) 

USA 

Advertising  of  distilled  spirits  is  prohibited  on  radio  and  television.  Beer  and 
wine  advertisements  must  be  "presented  in  the  best  of  good  taste  and  discre- 
tion" and  are  subject  to  Federal  and,  local  laws.  One  generally  accepted  limit 
on  television  is  that  all  beer  and  wine  commercials  avoid  any  representation 
of  drinking  on  the  screen.  The  Federal  Trade  Commission  and  Bureau  of 
Alcohol,  Tobacco  and  Firearms  have  regulations  regarding  deceptive  labell- 
ing and  unscrupulous  advertising.  Sexual  appeals,  appeals  to  youth,  etc.  are 
common  in  much  of  alcohol  advertising  in  all  media.  However,  the  alcohol 
industry  and  television  producers  appear  responsive  to  tightening  up  self- 
imposed  regulations,  although  reluctantly. 

Beer,  wine  and  liquor  advertisements,  including  prices,  are  allowed  in  all 
print  media.  Each  State  has  its  own  regulations  about  store  front,  billboard 
and  sign  type  and  size,  advertising  of  ale.  bevs.  The  State  regulations  may  be 
further  restricted  by  local  options. 

1977  response 

Venezuela 

All  publicity  showing  ale.  bevs.  as  being  harmless  to  health  is  prohibited. 
Sports  activities,  sportsmen  or  athletes  may  not  be  used  in  advertising  as  an 
incentive  to  the  consumption  of  ale.  bevs.  In  television,  cinema  and  poster 
advertising,  it  is  forbidden  to  represent  persons  drinking  alcohol.  However, 
in  general  there  is  very  heavy  advertising  in  favour  of  alcohol  consumption. 

1977  response 

EASTERN 

MEDITER- 

RANEAN 

Egypt 

Advertising  of  beer  and  ale.  bevs.  is  prohibited  by  law. 

Law  No.  63, 
1976 

EUROPE 

Austria 

A law  of  1969  controlling  the  stability  of  the  wine  market  includes  some  mea- 
sures relative  to  advertising. 

1972  response 

Bulgaria 

Some  restrictions  have  been  placed  on,  advertising  through  ministerial 
decrees. 

Bratanov,  1968 

Finland 

Advertising  of  ale.  bevs.,  including  medium  beer,  is  on  the  whole  prohibited. 
Exceptions;  professional  restaurant  trade  publications,  restaurants  them- 
selves, Alko  stores  and  foreign  magazines.  To  prevent  hidden  advertising, 
the  directive  on  applying  the  law  has  been  made  extremely  strict.  The  ban  ex- 
tends to  textual  advertising  and,  for  instance,  newspaper  news  pictures  must 
not  show  bottle  labels  or  advertisements. 

1977  response 
(Act  of  1977) 

France 

The  Report  of  the  Health  Commission  for  the  Sixth  Plan  (1971)  states  that 
primary  prevention  of  alcoholism  includes  suppression  of  advertising.  Publi- 
city on  ale.  bevs.  of  group  5,  including  in  particular  aperitives  based  mainly 
on  alcohol  (aniseed,  bitters)  and  grain  spirits  (whisky,  vodka,  gin),  is  pro- 
hibited. Advertising  of  ale.  bevs.  is  prohibited  in  sports  facilities  and  places 
where  young  people  gather.  The  French  Television  does  not  accept  adver- 
tising for  alcohol. 

1972  response 

Code  de  debit 
de  boissons  et 
des  mesures 
contre  I'alcoo- 
lisme,  1959 

1977  response 

Germany  — 

A working  programme  prepared  by  the  Standing  Committee  of  the  Drug 

Germany, 

Federal 

Commission  for  Bund  and  Lander  for  a conference-at  governmental  level  in 

Federal 

Republic 

1975  proposes  voluntary  qualitative  limitation  of  advertising  for  ale.  bevs. 
Suggestions  are  made  as  to  the  elaboration  of  such  a policy. 

Republic,  1975 
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Table  ii.  (contd.) 
Restrictions  on  Advertising 


Region** 

Country 


Restrictions  and  comments 


References*** 


EUROPE 

(continued) 

Ireland 


Netherlands 


Norway 

Poland 

Spain 


Sweden 


Switzerland 


l.N.C.A.  has  concluded  an  agreement  with  RTE  (the  national  Radio  and 
Television  station)  whereby  certain  forms  of  alcohol  advertising  are  forbid- 
den. These  include  advertising  which  is  youth  and  romance  oriented.  Other- 
wise there  are  no  restrictions  on  radio  or  television  nor  in  newspapers. 
Attempts  have  been  made  to  ban  alcohol  advertising  from  the  sporting  scene 
but  they  have  so  far  been  unsuccessful.  There  are  no  restrictions  on  billboard 
and  hoarding  advertising. 

Dutch  breweries  have  adopted  voluntary  restrictions  in  their  advertising 
campaigns.  According  to  their  code,  advertisements  should  not  suggest  that 
low  alcohol  content  drinks  are  safer  than  strong  drinks,  nor  feature  young 
drinkers  or  sports  personalities. 

Advertising  for  ale.  bevs.  has  been  prohibited  since  March  1977  except  for 
professional  restaurant  trade  publications. 

Advertising  of  ale.  bevs.  is  not  permitted. 

New  rules  for  advertising  of  ale.  bevs.  on  television  were  adopted  by  the 
Commission  for  Control  of  Television  Advertising  in  1976;  such  advertising 
is  not  allowed  during  or  immediately  before  or  after  programmes  directed  to 
young  people,  or  in  connection  with  sports  activities  or  work;  it  may  not 
represent  an  invitation  to  drivers  to  drink  alcohol;  drivers  may  not  be 
depicted  with  a glass  in  their  hand.  Ale.  bevs.  must  not  be  presented  as 
beneficial  to  health.  Advertisements  must  not:  make  allusion  to  stimulating 
qualities  of  ale.  bevs.;  relate  them  to  success  and  status;  present  their  use  as 
appropriate  to  eminent  and  elegant  people  or  to  people  with  a modern  and 
open  outlook;  insinuate  that  heroes  (historical,  mythical  or  popular)  con- 
sume ale.  bevs.,  nor  make  appeal  to  pride  or  virility  of  a potential  consumer. 
From  1 January  1977  all  advertisements  for  ale.  bevs.  must  contain  an  indica- 
tion of  the  alcohol  content  of  the  drink,  which  must  be  clearly  visible  for  the 
television  spectator. 

There  is  prohibition  of  all  commercial  publicity  on  radio  and  television.  A 
special  commission  studied  other  advertising  and  in  November,  1978,  the 
parliament  passed  a bill  to  come  into  force  in  July  1979,  including  a total  ban 
on  all  advertisements  for  spirits,  wine  and  strong  beer  in  the  newspapers  and 
in  most  magazines. 

There  is  prohibition  of  publicity  for  all  ale.  bevs.  on  television.  The  Swiss 
Good  Templars  Youth  Organization  introduced  a public  initiative  for  the 
prohibition  of  advertising  of  dependence  producing  drugs  in  1976,  which 
was  defeated  in  the  referendum  of  1979. 


1977  response 


Alliance  News, 
1977 


1978  response 

1977  response 

Alcool  ou  Sante 
1976 


1979  response 


1977  response 
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Table  ii.  (contd.) 
Restrictions  on  Advertising 


Region** 

Country 


EUROPE 

(continued) 

United 

Kingdom 


SOUTH 
EAST  ASIA 
India 


Restrictions  and  comments 


There  are  constraints  on  the  advertising  of  alcohol  on  the  radio  and  televi- 
sion in  Great  Britain.  There  is  no  direct  advertising  of  any  product  on 
programmes  of  the  British  Broadcasting  Corporation.  On  other  television 
and  radio  services  advertising  is  subject  to  a code  of  conduct  laid  down  by 
the  Independent  Broadcasting  Authority;  no  spirits  are  advertised  on  televi- 
sion. Liquor  advertising  may  not:  be  addressed  particularly  to  the  young  and 
no  one  associated  with  drinking  in  an  advertisement  should  seem  to  be 
younger  than  about  25  (children  may  not  be  seen  or  heard  in  an  advertise- 
ment for  an  alcoholic  drink);  feature  any  personality  who  commands  the 
loyalty  of  the  young;  imply  that  drinking  is  essential  to  social  success  or 
acceptance  or  that  refusal  is  a sign  of  weakness;  feature  or  foster  immoderate 
drinking  or  refer  to  the  buying  of  rounds  of  drinks;  claim  that  alcohol  has 
therapeutic  qualities  or  can  improve  physical  performance,  nor  offer  it  ex- 
pressly as  a stimulant,  sedative  or  tranquillizer;  place  undue  emphasis  on  the 
alcoholic  strength  of  drinks.  Nothing  in  an  advertisement  may  link  drinking 
with  driving  nor  use  of  potentially  dangerous  machinery.  No  liquor  adver- 
tisement may  publicize  a competition.  Advertisement  must  neither  claim  nor 
suggest  that  any  drink  can  contribute  to  sexual  success.  Advertisements  must 
not  suggest  that  solitary  drinking  is  acceptable,  nor  associate  drinking  with 
masculinity. 

Other  advertising  is  subject  to  a voluntary  code  of  conduct  administered  by 
the  Advertising  Standards  Authority.  Recently  both  codes  have  been 
tightened.  The  Alcoholic  Drinks  Industry,  in  consultation  with  CAP  Com- 
mittee and  the  ASA  has  recommended  the  following  rules  for  inclusion  in  the 
British  Code  of  Advertising  Practice  to  be  applied  to  all  advertisements  for 
alcoholic  drinks  in  Great  Britain,  and  to  be  interpreted  in  the  light  of  the 
foregoing  considerations.  The  CAP  Committee  has  adopted  and  the  ASA 
has  approved  the  recommendation.  (In  these  rules  the  word  drink  is  to  be 
taken  as  referring  to  ale.  bevs.  and  their  consumption  except  where  the  con- 
text does  not  permit).  Normally,  children  should  not  be  portrayed  in  adver- 
tisements for  drink;  however,  in  a scene  where  it  would  be  natural  for  them 
to  be  present  (e.g.  a family  situation),  they  may  be  included,  provided  that  it 
is  made  clear  that  they  are  not  drinking  ale.  bevs.  Advertisements  should 
not:  be  directed  at  young  people  nor  in  any  way  encourage  them  to  start 
drinking  — anyone  shown  drinking  should  be  obviously  over  18;  be  based 
on  a dare  or  impute  any  failing  to  those  who  do  not  accept  the  challenge  of  a 
particular  drink;  emphasize  the  stimulant,  sedative,  or  tranquillizing  effects 
of  any  drink;  give  the  general  impression  that  a drink  is  being  recommended 
mainly  for  its  intoxicating  effect;  or  that  drinking  is  necessary  for  social  suc- 
cess or  acceptance.  The  alcoholic  strength  of  a drink  should  not  be  used  as 
the  principal  subject  of  an  advertisement  (this  rule  does  not  prevent  the  in- 
clusion in  advertisements  of  factual  information  as  to  strength).  The  content 
of  advertisements  should  never  associate  drink  with  driving.  Advertisements 
should  not  encourage  over-indulgence.  Any  claim  that  drink  is,  or  might  be, 
beneficial  to  health  must  comply  with  the  provisions  of  Section  V of  the 
British  Code  of  Advertising  Practice.  Advertisements  should  neither  claim 
nor  suggest  that  any  drink  can  contribute  towards  sexual  success. 


Advertising  of  ale.  bevs.  is  not  allowed  on  radio  and  television.  The  Excise 
Laws  include  some  further  restrictions. 


References*** 


1979  response 
(IBA  Code  of 
Advertising 
Standards  and 
Practice  1975 
amended  Oct. 
1978  for 
television  & 
radio  adver- 
tising) 


(Advertising 
Standards 
Authority  — 
Code  of  Adver- 
tising practice 
- Jan.  1976 
edition) 


1977  response 
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Table  ii.  (contd.) 
Restrictions  on  Advertising 


Region** 

Country 


SOUTH-EAST 

ASIA 

(contd.) 

Indonesia 

Sri  Lanka 
Thailand 


WESTERN 

PACIFIC 

Australia 


Cook  Islands 
Guam 

New  Zealand 


Restrictions  and  comments 


According  to  a decree  of  29A.77,  advertising  of  beverages  with  more  than 
20%  of  alcohol  is  forbidden. 

None 

The  Food  and  Drug  Office  and  the  Mass  Communications  Committee  ensure 
that  advertising  is  not  too  offensive  nor  too  provocative  of  increased  alcohol 
consumption.  Advertising  is  controlled  on  radio,  television,  in  the  press  and 
on  posters. 


Apart  from  regulations  against  advertising  during  peak  viewing  times  for 
children,  there  are  no  legislative  provisions  or  other  measures  aimed  at 
limiting  advertising  of  alcoholic  beverages.  Recently  there  have  been  no 
more  than  abortive  attempts  by  private  members  in  parliament.  However,  in 
association  with  a National  Working  Party  of  the  Australian  Health 
Ministers'  Conference,  the  various  sections  of  the  Liquor  Industry  have  pro- 
duced a Voluntary  Code  of  Advertising.  This  specifies  that  advertisements 
shall  not  link  success  and  drinking,  represent  drinking  in  association  with 
potentially  dangerous  activities,  encourage  over-indulgence  nor  feature 
young  people.  The  Australian  Department  of  Health  has  primary  respon- 
sibility for  the  external  monitoring  of  adherence  to  the  Code. 

No  advertising  of  alcohol  is  permitted. 

There  is  restriction  on  alcohol  advertising  on  radio  and  television. 

Advertisements  for  ale.  bevs.  may  be  made  only  on  behalf  of  a wholesale  or 
retail  point  of  sale,  such  as  a vineyard,  a wholesale  store,  a wine  shop,  or 
licensed  premises.  They  must  not  use  brand  names  as  such.  No  descriptions 
of  the  qualities  of  any  wine,  beer  or  spirit,  etc.,  are  allowed  in  any  advertise- 
ment. Advertisements  must  be  confined  to:  details  of  the  points  of  sale  and 
the  service,  e.g.  location,  hours  of  sale;  description  of  the  general  range  of 
merchandise;  details  of  any  associated  service,  such  as  entertainers,  dancing, 
etc.  Advertisements  for  alcohol  must  not  be  presented  from  licensed 
premises,  whether  wholesale  or  retail.  Advertisements  associated  with 
alcohol  must  not  be  presented  in  association  with  or  during  programmes 
directed  specifically  at  children. 


References*** 


1977  response 

1978  response 
1978  response 


1977  response 


WHO  WPRO, 
1976 

WHO  WPRO, 
1976 

1978  response 

(Extract  from 
New  Zealand 
Broadcasting 
Advertisement 
Rules). 
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5. 

SOCIOCULTURAL,  SOCIODEMOGRAPHIC  AND 
INDIVIDUAL  FACTORS  RELATED  TO  ALCOHOL 
PROBLEMS:  IDENTIFICATION  OF  HIGH  RISK 
GROUPS  AND  INDIVIDUALS 


In  the  quest  for  measures  to  prevent  alcohol-related  problems,  many  consider  that 
undue  focus  on  the  agent  may  preclude  the  proper  consideration  of  the  environment  and  host 
factors  that  is  essential  to  developing  a comprehensive  programme.  Consideration  of  the  rela- 
tionship of  sociocultural,  sociodemographic  and  individual  factors  to  alcohol  problems  should 
assist  in  the  identification  of  groups  and  individuals  that  are  likely  to  be  at  high  risk  for  develop- 
ing such  problems  within  a specific  population.  Some  of  the  factors  are  found  to  be  rather 
generally  relevant  between  communities,  whereas  others  show  wide  variations.  The  following 
review  of  findings  will  provide  clues  to  such  possible  relationships  and  a basis  for  further  in- 
vestigation. It  will  become  apparent,  though,  that  in  any  area  where  preventive  measures  and 
programmes  are  to  be  developed,  there  will  be  need  for  close  study  of  the  relevance  of  current 
knowledge  on  the  above  matters  to  the  local  situation. 

5.1  Sociocultural  Factors 

Sociocultural  factors  are  found  to  be  involved  in  both  the  causes  and  consequences 
of  drinking  and  heavy  consumption,  and  will  also  determine  whether  the  consequences  are 
labelled  as  problems.  Among  the  sociocultural  factors  that  have  been  studied  are  the  cultural 
definitions  and  significance  of  drinking,  beliefs  about  the  value  and  symbolic  functions  of  alcohol 
and  the  consequences  of  drinking;  drinking  contexts  such  as  use  in  rituals,  on  public  occasions 
and  within  the  family;  use  by  different  social  and  occupational  groups.  A detailed  review  of  the 
conceptual  and  theoretical  concerns  of  sociocultural  studies  of  drinking  has  been  made  by  Heath 
(1975).  He  has  also  made  a summary  review  of  studies  on  the  interrelations  between  alcohol  and 
human  behaviour  in  various  cultures  and  points  to  the  wide  range  of  variation  (Heath,  1976). 
Robinson  (1976),  in  reviewing  some  of  this  literature,  points  out  that  many  anthropological 
studies  have  tended  "to  give  vivid  descriptions  of  orgiastic  tribal  drinking  sprees  while  ignoring 
the  prosaic  and  everyday  drinking  practices",  although  there  is  now  a growing  tendency  to  con- 
sider in  detail  the  relationship  of  drinking  to  other  aspects  of  social  life  (e.g.  Heath,  1958,  and 
studies  included  in  his  bibliography;  Heath,  1978;  Mandelbaum,  1965). 

In  an  effort  to  understand  the  effects  of  sociocultural  factors  on  drinking  behaviour,  a 
variety  of  cross-cultural  studies  have  been  carried  out.  Heath  (1977)  divides  them  into  three  main 
types.  Some  set  out  to  compare  a few  populations  having  different  institutions,  in  terms  of  one 
or  a few  major  aspects  of  culture:  these  may  lead  to  simplistic  etiological  implications  or  to 
generalizations  on  the  basis  of  an  inadequate  sample.  A second  category  is  concerned  with 
statistical  evaluation  of  the  co-occurrence  of  particular  traits,  institutions  and  other  items  in  a 
large  and  diverse  sample  of  sociocultural  systems  (Horton,  1943;  Field,  1962;  Bacon  et  al.,  1965; 
Barry  et  al.,  1965;  Child  et  al.,  1965).  The  method  used  has  provided  data  for  testing  some  of  the 
concepts  and  theories  derived  from  case  studies.  Some  of  the  conclusions  from  these  studies  (e.g. 
that  the  reduction  of  anxiety  is  the  primary  function  of  alcoholic  beverages  in  all  societies:  Hor- 
ton) are  no  longer  accepted  and  others  have  been  misinterpreted  and  taken  out  of  the  context  of 
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the  studies;  but  as  a whole  Heath  considers  that  this  research  has  made  an  important  contribu- 
tion to  the  understanding,  and  the  recognition  of  need  for  further  understanding,  of  the  meaning 
and  place  of  drinking  in  everyday  life  among  different  populations.  For  example,  from  the  1965 
studies  by  Bacon,  Barry  and  Child  et  al.,  it  appeared  that  some  societies  showed  a cluster  of 
variables,  identified  as  "integrated  drinking",  viewed  as  a pattern  of  drinking  gradually  integrated 
into  the  way  of  life  of  the  group:  such  societies  tended  "to  show  cultural  pressures  toward  respon- 
sibility and  obedience  . . . together  with  a low  expectation  of  achievement"  but  also  "generalized 
approval  of  drinking,  widespread  participation,  and  a high  rate  of  alcohol  consumption".  A third 
category  of  cross-cultural  studies  has  focussed  on  specific  features  that  vary  between  "ethnic"  or 
"subcultural"  groups  within  a single  nation  or  state.  They  include  studies  comparing,  for  exam- 
ple, drinking  among  Jews  and  among  the  Irish  (Bales,  1946,  1962;  Glad,  1947). 

In  a search  for  preventive  implications,  many  investigators  have  attempted  to  find 
sociocultural  reasons  for  differences  in  rates  of  "alcoholism"  and  alcohol-related  social  problems 
among  a variety  of  social  and  cultural  groups.  Thus,  reported  low  rates  of  alcoholism  among  e.g. 
orthodox  Jews,  and  among  the  Italians  and  French^  are  explained  as  due  to  the  fact  that  the  use  of 
alcohol  is  learned  at  a young  age,  in  a family  setting,  as  part  of  a religious  ritual,  or  as  a normal 
part  of  a meal.  On  the  other  hand  it  is  noted  that  among  some  American  and  Irish  groups,  where 
drinking  is  not  well  integrated  with  the  rest  of  the  culture,  alcoholism  rates  are  high.  Wilkinson 
(1970),  reviewing  such  studies,  admits  that  there  is  no  direct  evidence  that  cultural  drinking  pat- 
terns are  themselves  responsible  for  differing  ethnic  rates  of  drinking  problems.  Rather,  he  states, 
than  the  patterns  influencing  the  problems,  both  reflect  general  systems  of  social-psychological 
control. 


Heath  (1977)  points  out  that  "ethnic  groups"  often  do  not  comprise  definable  categories  of 
people  in  a sociocultural  sense,  and  criteria  for  definition  of  the  groups  are  not  uniform:  for  in- 
stance the  'Irish"  defined  according  to  father's  birthplace  cannot  be  compared  with  "Jews" 
distinguished  according  to  broad  religious  affiliation.  Another  weakness  found  by  Heath  in 
sociocultural  studies  concerned  with  alcohol  is  insufficient  consideration  of  the  range  of  variation 
among  individuals  in  their  conformity  to  the  supposedly  normal  patterns  of  belief  and 
behaviour. 

The  research  of  Jessor  et  al.  (1968)  on  the  differential  deviance  rates  of  three  ethnic 
groups  suggested  that  it  is  the  sociopsychological  status  of  the  individuals  making  up  these 
groups  rather  than  their  shared  ethnicity  which  is  predictive  of  their  deviance,  including  their 
problem  drinking.  Among  the  sociopsychological  attributes  considered  relevant  by  Jessor  et  al. 
were  objective  opportunity,  social  controls,  perceived  opportunity  and  personal  controls. 

Sociocultural  studies  of  drinking  in  defined  populations  are  concerned  with  understand- 
ing the  context,  the  place  of  drinking  in  the  everyday  life  of  the  community.  They  attempt  to 
answer  such  questions  as:  which  groups  consume  alcoholic  beverages,  which  kinds,  in  what 
quantities,  how  frequently,  over  what  periods  of  time;  how,  where,  when  and  with  whom  does 
the  drinking  take  place?  An  example  of  such  research  carried  out  at  national  level  has  been  the 
work  of  Cahalan  et  al.,  (1969)  and  Cahalan  & Room  (1974),  which  provides  important  basic  data 
for  understanding  how  to  plan  a strategy  of  preventive  action  in  a particular  setting.  Others  in- 
clude a survey  of  Scottish  drinking  habits  and  attitudes  towards  alcohol  carried  out  in  1972 
(Dight,  1976)  and  surveys  of  Canadian  drinking  patterns  carried  out  since  1976  in  connection 
with  the  evaluation  of  a national  mass-media  campaign  on  alcohol  (MacGregor,  1978;  Pool, 
1978). 


^ Depending  on  the  definition  of  alcoholism,  the  rates  among  the  Italians  and  French  may  prove,  of  course,  not  to  be 
low,  as  indicated  in  other  parts  of  the  review. 
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There  have  been  few  studies  of  such  broad  scope.  However,  some  recent  investigations 
have  aimed  at  obtaining  similar  or  more  detailed  information  at  the  level  of  defined  communities 
or  administrative  areas.  The  WHO  Project  on  Community  Response  to  Alcohol-related  Pro- 
blems, for  example,  is  developing  and  testing,  in  communities  under  very  different  sociocultural 
and  economic  conditions,  research  instruments  that  can  be  expected  to  provide  a detailed  picture 
of  drinking  patterns,  alcohol-related  problems,  and  the  way  these  problems  are  dealt  with  in  the 
local  setting.  The  results  will  then  be  used  by  local  teams  for  planning  more  comprehensive 
strategies  for  preventing  or  reducing  the  impact  of  the  alcohol-related  problems  arising.  This 
work  was  initiated  in  urban  and  rural  settings  in  Mexico,  Scotland  and  Zambia,  and  has  spread 
to  additional  countries,  starting  with  survey  areas  in  Ontario,  Canada  and  California,  USA.  It  is 
hoped  that  a follow  up  to  these  endeavours  will  eventually  contribute  to  knowledge  about  how 
to  design  and  test  alternative  or  comprehensive  preventive  strategies  for  a specific  population 
under  specific  conditions. 

Of  considerable  importance  in  determining  whether  a particular  group  or  society  is  at 
high  risk  of  developing  alcohol-related  problems  is  a knowledge  of  changing  sociocultural  trends. 
Since  many  communities  in  the  developing  world,  as  well  as  specific  groups  within  the  highly  in- 
dustrialized countries,  are  undergoing  rapid  sociocultural  and  economic  change,  it  was  deemed 
important  to  devote  a separate  section  (section  6)  to  this  question. 


5.2  SoCIODEMOGRAPHIC  FACTORS 

In  developing  preventive  programmes  it  may  be  found  economical  to  focus  attention  on 
high  risk  sociodemographic  groups.  The  sociodemographic  factors  most  frequently  studied  have 
been  sex  and  age,  social  class  and  occupational  group. 

Sex.  Most  surveys  have  shown  higher,  and  often  considerably  higher,  rates  of  heavy 
drinking,  alcoholism  and  other  alcohol  problems  among  men  than  among  women.  In  the  USA, 
for  example,  men  showed  three  to  six  times  the  amount  of  heavy  drinking  and  approximately 
half  of  the  abstention  rate  of  women  (US  Department  of  Health,  Education  and  Welfare,  1978). 
In  Scotland,  74%  of  men  were  found  to  be  regular  drinkers  compared  with  46%  of  women 
(Dight,  1976).  Men  in  Australia  drank  all  alcoholic  beverages  much  more  frequently  than  did 
females  in  1969  and  in  1976  (Drew,  1977).  As  noted  in  section  3,  the  surveys  shown  in  table  5 that 
differentiated  between  the  sexes  all  showed  higher  rates  for  excessive  drinking  among  males  com- 
pared with  females.  However,  these  surveys  may  underestimate  excessive  drinking  among 
women  for  a variety  of  reasons,  including  perhaps  the  need  to  establish  a lower  cut-off  point  for 
women  because  of  lower  average  body  water  weight  than  for  men  (Naegele,  1979). 

In  many  of  the  developing  countries  there  is  very  little  drinking  among  women.  In  Sri 
Lanka,  for  example,  alcohol  consumption  among  women  is  reported  as  minimal  (Satkunana- 
gayam,  1978),  A survey  of  nearly  8 000  persons  in  a semi-urban  population  of  Sri  Lanka  found 
50  alcoholics  and  55  heavy  drinkers,  but  all  were  males  (Wijesinghe  et  ah,  1978).  In  Thailand  the 
ratio  of  male  to  female  drinkers  is  reported  as  5 : 1,  but  3 : 1 in  urban  areas,  the  female  drinkers 
being  mainly  persons  working  in  night  clubs  and  bars  (Ratanakorn,  1978).  Mohan  & Sharma 
(1978)  report  that  female  use  of  alcoholic  beverages  in  India  is  minimal.  Surveys  carried  out  in 
Latin  American  countries  (see  table  5)  indicate  that  the  prevalence  of  moderate  drinking  among 
women  is  not  negligible,  but  that  heavy  drinking  is  much  less  widespread  than  among  men. 

According  to  evidence  from  a large  number  of  anthropological  studies  (Child  et  ah, 
1965  a.b.)  among  113  societies,  both  men  and  women  drank  in  103,  drinking  was  restricted  to 
males  in  four  (but  to  females  in  none),  greater  participation  in  drinking  was  noted  among  males 
in  53  (among  females  in  none),  and  in  36  societies  no  evidence  was  found  of  sex  differences.  It 
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was  also  noted  that  in  societies  where  male  and  female  roles  were  strongly  differentiated,  there 
tended  to  be  sex  differences  in  drinking. 

Dahlgren  & Myred  (1977)  refer  to  reports  from  several  countries  of  a steady  increase 
in  alcoholism  among  women,  noting  however  that  the  female  alcoholic  often  belongs  to  a group 
of  "hidden  drinkers",  not  coming  to  attention,  and  likely  to  be  a problem  primarily  to  herself  and 
her  family.  They  cite  several  studies  indicating  the  greater  tendency  among  women  to  seek  help 
only  when  acutely  ill  and  to  resist  divulging  a drinking  problem.  An  extensive  investigation  has 
been  carried  out  in  the  USA  through  a nationwide  alliance  of  regional  coalitions  on  drugs, 
alcohol  and  women's  health  with  collaboration  from  thousands  of  concerned  citizens  (Nellis, 
1978).  Techniques  were  developed  so  that  communities  could  describe  how  they  perceived  their 
problems  and  how  the  government  could  respond.  Common  findings  were  that  many,  perhaps 
the  majority  of  women  substance-abusers  were  "hidden",  partly  because  of  stigma  attached  to  the 
use  of  alcohol  or  other  drugs.  Loneliness,  isolation,  lack  of  self-confidence  and  limited  survival 
skills  were  frequently  noted,  and  substance  abuse  often  co-existed  with  serious  health  problems. 
Use  was  apt  to  turn  into  abuse  at  times  of  crisis  and  for  rural  dwellers,  as  in  the  rural  West: 
"alcohol  is  a powerful  seducer  to  help  her  compensate  for  the  dullness  of  life". 

Wilsnack  (1978)  suggests  that  if  the  stress  and  conflict  related  to  women's  traditional  sex 
role  are  contributory  factors  to  their  alcohol-related  problems,  then  in  countries  where  the 
"women's  movement"  is  influential,  the  ensuing  changes  in  sex  roles  may  help  to  reduce  women's 
alcohol-related  problems.  On  the  other  hand,  drinking  could  also  increase,  owing  to  more  per- 
missive norms  of  behaviour,  greater  occupational  stress  and  the  demands  of  multiple  roles  and 
associated  conflicts. 

An  example  of  increased  frequency  of  drinking  among  females  comes  from  a 1976 
national  survey  in  Australia  as  compared  with  a 1969  national  survey,  but  the  rate  of  increase  for 
females  was  the  same  as  among  males  (Drew,  1977).  Increase  in  female  hospital  admissions  for 
alcoholism  may  be  indicative  of  increased  prevalence  of  the  disorder,  or  of  increased  willingness 
of  patients  to  enter  hospital,  or  of  the  hospitals  to  admit  them,  as  pointed  out  earlier.  Possibly  all 
three  factors  are  involved  in  findings  such  as  those  described  by  Sclare  (1975),  who  showed  that 
for  Scottish  psychiatric  hospitals  and  units,  whereas  male  admissions  increased  by  77%,  female 
admissions  increased  by  138%  between  1965  and  1973. 

The  general  trends  concerning  sex  differences  in  prevalence  of  alcohol  problems  are  not 
yet  clear.  For  example,  a report  by  Armor  et  al.  (1976),  based  on  a series  of  national  surveys  in 
the  USA  initiated  by  NIAAA,  shows  that,  contrary  to  unofficial  reports,  there  were  no  impor- 
tant changes  in  female  consumption  patterns  during  the  period  1971-1975.  Yet  there  is  evidence 
that  the  proportion  of  young  women  in  the  USA  who  drink  is  increasing,  and  coming  close  to  the 
proportion  of  drinkers  among  young  males  (Donovan  & Jessor,  1978).  The  fact  that  most  young 
women  drink,  whereas  there  is  a dominant  pattern  of  abstention  among  older  women,  is  a possi- 
ble signal  for  future  serious  risk  (US,  DHEW,  NIAAA,  1978). 

A tentative  conclusion  from  information  available  on  alcohol  problems  among  women 
might  be  drawn  that,  even  among  populations  where  women  have  traditionally  not  been  heavy 
drinkers,  they  may  become  a relatively  high  risk  group  and  should  not  be  left  out  of  account  in 
the  design  of  prevention  programmes. 

Age.  Some  surveys  have  investigated  the  levels  of  consumption  of  alcoholic  beverages 
by  age  and  in  a few  cases  these  have  been  linked  to  levels  of  related  problems.  In  the  USA,  for  ex- 
ample, more  drinkers  and  more  moderate  and  heavier  drinkers  were  found  among  younger  than 
older  women.  Among  men,  heavier  drinking  was  found  highest  in  the  age  group  18-20  years. 
The  rate  of  heavy  drinking  was  found  to  decline  rapidly  after  age  50  for  both  sexes.  When  the 
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cohorts  studied  between  1971  and  1976  are  followed  up,  of  course,  these  peaks  may  be  found  to 
be  displaced  as  the  groups  grow  older.  In  Canada,  the  rates  for  excessive  alcohol  use  (more  than 
a daily  average  of  150  ml  of  ethanol)  are  highest  for  both  sexes  in  the  group  aged  40-49  years, 
although  the  rates  are  almost  as  high  for  both  sexes  in  the  group  aged  30-39  years  (Rootman, 
1977).  Among  Australian  males,  the  average  daily  consumption  (February,  1977)  was  heaviest 
for  the  age  group  25-44  years  (4.8%  drank  at  levels  of  over  80  mg  ethanol  a day)  followed  by  the 
group  aged  45-64  years  (4.3%),  then  the  group  aged  18-24  years  (4.2%)  (Australia,  Com- 
monwealth Department  of  Health,  1978). 

Evidence  is  accumulating  from  a number  of  countries  that  the  proportion  of  young 
people  who  drink  is  increasing,  that  the  amounts  and  frequency  of  consumption  are  rising  and 
that  the  age  of  onset  of  drinking  is  declining.  As  mentioned  with  reference  to  sex,  this  may  imply 
an  increased  risk  of  alcohol-related  problems  in  later  years.  If  heavy  drinking  starts  early, 
associated  problems  may  be  expected  to  set  in  earlier,  last  longer  and  possibly  attain  more  serious 
proportions  than  for  groups  where  drinking  starts  later. 

Some  of  the  relevant  data  are  brought  together  in  table  12.  Evidence  related  to  levels 
of  consumption  and  increases  in  consumption  has  been  obtained  largely  from  surveys  using  self- 
completion or  interview  questionnaires,  and  is  limited  to  rather  few  countries.  Several  studies 
have  focussed  on  whether  the  respondents  drink  at  all,  which  beverages  they  favour  and  when 
they  took  their  first  drink.  Some  have  attempted  to  survey  frequency  of  drinking  and  quantities 
consumed.  Many  of  the  studies  from  Europe,  the  Americas,  Australia  and  Japan  indicate  that  a 
high  percentage  of  young  persons  drink,  at  least  occasionally,  whereas  in  India  the  rates  are 
much  lower.  All  the  studies  reporting  amounts  consumed  show  that  the  majority  drink 
moderately.  A few  studies  have  been  repeated,  and  some  show  increases  in  rates.  For  instance,  a 
series  of  studies  of  students  carried  out  in  Vancouver,  Canada,  from  1970  to  1978  found  that 
14%  reported  using  alcohol  more  than  once  per  week  in  1978  as  compared  to  9%  in  1970 
(Hollander  & Macurdy,  1978).  A survey  in  the  USA  (San  Mateo  County,  1977)  showed  that  the 
rate  of  use  in  the  previous  year  had  increased  from  65%  to  88%  between  1968  and  1977;  use  on 
50  or  more  occasions  had  increased  from  16%  in  1970  to  28%  in  1973,  but  remained  fairly  stable 
thereafter.  However,  an  extensive  review  of  US  studies  (Blane  & Hewitt,  1976;  Mosher,  1977) 
revealed  no  increase  in  rates  of  drinking  among  schoolchildren  between  1965  and  1975.  Repeat 
surveys  in  Finland  showed  a sharp  decrease  in  abstinence  among  unmarried  males  aged  14-18 
years  between  1960  and  1973,  only  10%  being  abstinent  at  age  18  years  by  the  latter  date. 
Among  drinkers,  frequency  of  drinking  increased  very  rapidly  and  the  amounts  consumed  at  a 
time  tripled  for  those  aged  14  years  and  doubled  for  the  other  groups  (Bruun  & Hauge,  1963; 
Bruun,  1965;  Ahlstrom-Laakso,  1975).  In  Poland,  studies  by  Swi^cicki  (1975)  showed  a con- 
siderable decline  between  1913  and  1967  in  drinking  of  alcoholic  beverages  in  general  by  young 
people  but  an  increase  in  the  drinking  of  vodka.  However,  there  have  been  reports  of  increases  in 
the  1970s  (Swifcicki,  1975). 

Little  information  is  available  on  drinking  among  young  people  in  developing  countries, 
in  many  of  which  the  group  aged  15  years  and  younger  accounts  for  40% -50%  of  the  total 
population.  It  seems  likely  that  such  problems  are  increasing  with  sociocultural  changes.  In 
Thailand  a great  increase  in  drinking  frequency  has  been  found  among  males  and  females  aged 
18-30  years  of  medium  socioeconomic  and  educational  status  and  from  urban  areas 
(Ratanakorn,  1978). 

Certain  studies  have  provided  rather  alarming  figures  on  frequency  of  drunkenness, 
although  it  is  usually  not  stated  how  the  young  people  concerned  define  drunkenness,  which 
may  mean  anything  from  slight  tipsiness  to  drunken  stupor.  From  an  Australian  survey  it  ap- 
peared that  28%  of  males  and  15%  of  females  aged  14-16  years  felt  "very  drunk"  more  than  once 
a month  compared  with  22%  and  8%  in  1974  (Egger  & Champion,  1978).  A national  sample 
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study  in  the  USA  defined  30%  of  students  aged  13-18  years  as  "problem  drinkers",  50%  having 
been  drunk  in  the  previous  year,  about  25%  more  than  four  times.  In  Canada,  a study  of  high 
school  students  in  three  cities  showed  that  40%  had  been  drunk  in  the  previous  month,  7.4% 
recently  about  once  a week  (Cutler  & Storm,  1973).  Such  information  may  also  be  obtained  from 
statistics  on  public  drunkenness  arrests,  although  changes  in  legal  and  other  grounds  for  arrest 
are  liable  to  affect  the  significance  of  trends.  In  Great  Britain,  a 300%  increase  in  public  drunken- 
ness among  persons  aged  under  21  years  was  found  between  1954  and  1963  (Glatt  & Hills,  1968). 

An  increasing  alcohol-related  problem  among  young  people  in  some  areas  is  traffic 
accidents.  Persons  aged  16-19  years  in  Ontario,  for  example,  accounted  for  5.5%  of  drinking 
drivers  involved  in  traffic  collisions  in  1970,  the  percentage  rising  annually  to  reach  15.4%  in 
1973.  These  increases  are  particularly  notable  where  the  legal  drinking  or  driving  age  limit,  or 
both,  have  been  lowered  (e.g.  Whitehead,  1977). 

Although  the  levels  are  still  low,  admissions  of  young  people  to  treatment  facilities 
are  becoming  more  frequent.  The  percentage  of  all  cases  treated  in  a Toronto  detoxification  cen- 
tre, for  example,  rose  from  1.1  in  1971  to  3.5  in  1974  for  persons  aged  under  21  years.  It  seems 
probable  that  these  figures  indicate  an  increase  in  prevalence  of  young  poeple  needing  such  care, 
but  they  may  also  be  explained  as  resulting  from  increased  willingness  to  admit  them  for  care, 
possibly  at  a less  severe  stage. 

Some  recent  follow-up  studies  have  indicated  that  the  prognosis  for  later  drinking 
problems  may  be  less  pessimistic  than  might  have  been  expected.  Room  (1977),  for  example, 
refers  to  the  disparity  in  age  between  problem  drinkers  in  the  population  at  large  and  alcoholics 
in  clinics,  suggesting  that  drinking  problems  among  young  men  in  the  general  population  should 
perhaps  be  interpreted  as  a kind  of  "normal"  or  tolerated  deviance.  In  the  large  sample  population 
survey  among  American  men,  Cahalan  & Room  (1974)  found  that  young  men  tended  to  have 
episodes  of  "problem  drinking",  suggesting  that  health  damage  to  be  expected  from  prolonged 
heavy  drinking  might  be  interrupted  or  reversed.  Smart  (1976)  has  reviewed  use  and  abuse  of 
alcohol  with  special  reference  to  experience  and  studies  in  Canada  and  the  United  States.  He 
found  estimates  of  the  proportion  of  "problem  drinkers"  in  youthful  populations  varying  from 
6%  to  more  than  40%:  but  half  the  males  defined  as  "problem  drinkers"  in  college  were  not  so 
defined  in  follow-up  studies  during  adulthood.  Fillmore  (1974)  found  that  although  44%  of  male 
drinkers  had  beeni  "problem  drinkers"  in  college  in  1949  only  19%  of  the  original  sample  remain- 
ed in  that  category  20  years  later;  however,  the  relevant  proportions  for  women  increased  from 
12%  to  14% . There  have  been  too  few  such  long-term  studies  to  permit  general  conclusions  to  be 
drawn  as  to  the  outcome  of  youthful  drinking,  but  where  there  has  been  a considerable  increase 
in  the  latter,  it  may  be  reflected  in  increases  in  at  least  some  aspects  of  alcohol-related  problems 
at  a later  stage.  Donovan  & Jessor  (1978)  developed  a profile  using  a multivariate  analysis  of 
psychosocial  data  from  a US  national  survey  of  adolescent  drinking.  This  profile  could  not  be  us- 
ed to  predict  whether  the  "problem  drinking"  would  disappear  with  time,  remain  at  the  same 
level  or  become  more  serious  and  pervasive.  However,  the  analysis  indicated  that  the  "problem 
drinking"  was  closely  related  to  other  "problem  behaviour",  including  general  deviant  behaviour 
and  use  of  marihuana  (Jessor  et  ah,  1978).  They  suggest  that  preventive  measures  may  need  to  be 
related  to  a range  of  problem  behaviours,  rather  than  focus  on  alcohol  use  alone. 

Social  class.  Armor  et  al.  (1976)  found  from  a series  of  national  surveys  in  the  USA 
that,  for  1971-1975,  heavier  consumption  in  men  was  associated  with  higher  socioeconomic 
status,  and  "problem  drinking"  with  lower  social  status.  Problem  drinking  among  women  ap- 
peared to  be  almost  entirely  confined  to  the  lower  socioeconomic  levels.  It  has  been  suggested 
that  at  the  latter  levels  there  are  more  problems  in  general,  those  related  to  drinking  being  only 
one  manifestation.  That  these  distinctions  are  not  necessarily  so  clear  cut  is  pointed  out  by  Room 
(1977)  who  states  that  in  the  USA  differences  in  drinking  patterns  between  social  classes  may  be 


138 


related  also  to  whether  drinking  is  traditionally  heavier  or  lighter  in  the  area  of  the  country  from 
which  the  drinkers  come.  Edwards  et  al.  (1972)  found  that  within  one  borough  of  London  there 
were  "different  class-determined  patterns  of  drinking  which  resemble  each  other  scarcely  more 
closely  than  the  drinking  behaviours  of  two  contrasting  countries".  Makela  (1971)  found  that 
heavy  total  consumption  was  most  common  among  urban  higher  status  males  in  Finland,  but 
this  group  showed  the  lowest  proportion  whose  heavy  drinking  led  to  intoxication.  Consump- 
tion leading  to  intoxication  seemed  more  prevalent  among  high-status  men  in  rural  areas,  than 
among  low-status  men  in  urban  areas.  As  Room  (1977)  has  pointed  out,  differences  in  styles  of 
drinking  between  social  classes  may  reflect  income  differences  but  also,  among  some  popula- 
tions, differences  between  class  subcultures  of  long  historical  standing.  It  is  apparent  that  no 
valid  general  conclusion  can  be  drawn  about  the  relationship  between  social  class  and  high-risk 
groups,  which  would  need  to  be  a matter  of  investigation  in  populations  where  prevention  pro- 
grammes are  planned.  Jessor  (1978),  discussing  the  findings  of  a four-year  longitudinal  high 
school  study  of  problem  behaviour  and  psychosocial  development  in  a small  US  town  and  a na- 
tional sample  study  of  over  13  000  high  school  students,  concludes  that  the  standard  measures  of 
social  position  on  socioeconomic  status  account  for  almost  none  of  the  variance  in  youthful 
drinking  behaviour  in  American  society. 

Occupational  factors.  Although  in  some  places  and  at  some  times  unemployment  may  be 
a factor  tending  to  increase  the  prevalence  of  certain  alcohol-related  problems,  it  is  recognized 
that  the  majority  of  drinkers  with  alcohol  problems  are  engaged  in  an  occupation.  On  the  basis 
of  a study  carried  out  in  1968,  the  US  National  Council  of  Alcoholism  estimated  that  at  least 
5.3%  of  the  total  labour  force  in  the  USA  were  "alcoholics",  with  a range  of  3%  to  12%  between 
the  enterprises  investigated.  Higher  rates  were  associated  with  higher  male  to  female  ratios,  older 
average  age  of  employees  and  tolerance  of  poor  performance  and  absenteeism  (Van  Wiegand, 
1972).  Hudolin  et  al.  (1972)  reported  on  cases  of  "alcoholism"  among  all  cases  examined  by  first- 
degree  invalidity  commissions  in  Croatia.  Such  commissions  assess  loss  of  working  ability  and 
decide  on  disability  pensions.  About  18  000  cases  are  seen  annually  in  Croatia.  The  percentage 
diagnosed  as  alcoholics  increased  from  4.5  in  1964  to  10.8  in  1967;  an  increase  of  359%  was 
noted  among  women  between  1965  and  1966.  It  is,  however,  pointed  out  that  these  increases 
may  be  due  mainly  to  increased  readiness  among  physicians  to  record  a diagnosis  of  alcoholism. 

There  is  a dearth  of  information  on  alcohol  consumption  and  occupational  problems  in 
Africa.  However,  a large  mine  in  Zambia  reported  that  3%  of  its  35  000  employees  were  "pro- 
blem drinkers"  (Ntsekhe,  1972). 

There  are  few  precise  statistics  on  the  extent  of  alcohol  problems  in  various  occupations 
but  there  are  some  indications  that  certain  occupations  are  more  closely  associated  with  specific 
problems  than  others.  Hitz  (1973)  has  reviewed  evidence  and  found  some  marked  differences 
between  specific  occupations  and  the  relationship  to  alcohol-related  problems.  As  yet  there  is  lit- 
tle knowledge  about  how  far  the  problems  are  induced  by  the  type  of  occupation  and  how  far 
persons  prone  to  alcohol  problems  select  specific  types  of  work.  Plant  (1977)  provides  evidence 
that  either  or  both  influences  may  affect  individuals  and  problem  rates.  A controlled  study  in 
Scotland  in  1975  of  newly  recruited  male  manual  workers  in  alcohol  production  firms  supported 
the  view  that  the  drink  trade  attracts  a particularly  high  proportion  of  heavy  drinkers  and  poten- 
tial alcoholics  (Plant,  1976). 

Murray  (1975)  and  Plant  (1977)  draw  attention  to  the  different  standard  mortality  rates 
from  cirrhosis  in  occupations  held  to  be  associated  with  "alcoholism".  The  high  rate  for  company 
directors  (22  times  the  average)  may  be  largely  related  to  the  general  acceptance  of  drinking  as  a 
social  need  in  business  life.  Businessmen  and  executives  have  formed  a relatively  high  proportion 
of  alcoholics  treated  privately  (20%  of  nearly  8 000  treated  over  20  years  in  Washington;  Lemere 
et  ah,  1956).  Cahalan  et  al.  (1969)  found  considerably  heavier  drinking  among  businessmen  than 


139 


among  professionals  in  the  USA.  In  England,  Moss  & Davies  (1968)  found  that  among  female 
alcoholics  in  one  county,  more  than  half  were  from  professional  and  managerial  groups.  Kono  et 
al.  (1977)  in  a survey  of  a representative  population  sample  of  Tokyo  found  that  drinking  con- 
sidered necessary  for  work  was  an  outstanding  feature  of  executives  and  those  self-employed  in 
commerce.  Among  these  groups,  about  50%  drank  daily  compared  with  only  about  25%  of 
"blue  collar"  workers. 


Verbal  reports  from  several  developing  countries  refer  to  high  rates  of  alcohol  problems 
among  those  in  executive  power  with  the  future  of  the  country  in  their  hands.  It  is  suggested  that 
the  reasons  are  complex,  and  often  include  anxiety,  resulting  from  the  shouldering  of  new  and 
heavy  burdens.  Excessive  drinking  among  these  groups  is  associated  also  with  the  role  of 
alcoholic  beverages  - in  some  areas  formerly  the  prerogative  of  the  rulers  - as  a status  symbol; 
with  the  increased  financial  resources  for  buying  drink;  and  with  the  acquisition  of  new  drinking 
habits,  sometimes  during  training  abroad,  in  response  to  new  social  demands.  These  matters, 
however,  are  as  yet  not  well  documented. 


Among  the  professions,  medicine  and  the  law  have  been  singled  out  as  having  higher 
than  average  levels  of  alcohol  problems,  including  liver  cirrhosis.  In  view  of  their  exposure  to 
risk,  as  well  as  their  choice  of  occupation,  it  is  not  surprising  that  publicans  come  high  on  the  list 
of  cirrhosis  mortality  rates.  Others  concerned  with  the  manufacture,  distribution  and  sale  of 
alcohol  also  run  a considerably  greater  risk  than  average,  as  has  been  shown  for  workers  in 
breweries  and  distilleries,  especially  where  alcoholic  beverages  are  provided  free  of  charge  to 
workers  or  at  reduced  cost.  Frank,  Heil  & Ledolter  (1967)  found  the  proportion  of  heavy 
drinkers  in  an  Austrian  brewery  to  be  twice  that  of  a control  group  of  other  workers.  Reports 
from  Denmark,  Ireland  and  Scotland  suggest  disturbingly  high  rates  in  large  breweries  and 
distilleries. 


Seamen  have  a reputation  for  heavy  drinking  and  the  reasons  put  forward  include 
social  acceptance  of  the  habit,  combination  of  drinking  with  activities  habitual  for  sailors  ashore, 
lack  of  alternative  occupations,  but  also  selection  of  work  at  sea  by  persons  with  an  unstable 
background.  Among  a representative  sample  of  more  than  3000  young  Norwegian  naval  con- 
scripts, 14%  were  found  to  be  seriously  abusing  alcohol  (Brun-Gulbrandson  & Irgens-Jensen, 
1967).  Amer  (1973),  investigating  the  high  accident  rate  among  Norwegian  seamen,  found  that 
at  least  a third  of  the  deaths  from  accidents  were  associated  with  alcohol  use.  A UK  Working 
Group  on  Discipline  in  the  Fishing  Industry  (1975)  reported  that  drink  played  a major  part  in 
non-disciplinary  offences  among  sea-fishermen.  An  estimated  15%  were  considered  immoderate 
drinkers,  the  hardcore  consisting  of  men  aged  18  to  35  years. 


There  appears  to  be  little  information  on  any  specific  relationship  between  agricultural 
occupations  and  alcohol  problems.  An  occupation  frequently  forgotten  in  any  listing  is  that  of 
housewife.  There  is  some  hearsay  evidence,  but  there  are  few  hard  facts,  about  increased 
prevalence  of  heavy  drinking  among  housewives,  alone  all  day,  and  with  easier  access  to 
alcoholic  beverages  through  supermarkets  and  grocery  stores. 


Plant  (1977)  summarizes  the  "risk  factors"  for  heavy  drinking  in  occupations  as  including 
ready  availability  of  alcohol  during  working  hours,  social  pressures  to  drink,  and  separation 
from  normal  sexual /social  relationships.  Other  factors  implicated  are  poor  working  conditions 
and  exposure  to  high  levels  of  heat  and  dust. 
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5-3  Individual  Factors 


A mass  of  information  — and  opinions  — has  accumulated  concerning  individual 
differences  in  reasons  for  drinking  and  responses  to  alcohol  consumption.  Improved  under- 
standing of  these  matters  would  certainly  be  valuable  in  the  establishment  of  preventive 
strategies.  The  failure  to  identify  consistent  differences,  and  the  lack  of  clear  differentiation  bet- 
ween alcohol  and  other  populations  concerning  individual  factors,  however,  make  the  implica- 
tions of  this  literature  for  prevention  difficult  to  discern.  In  some  studies  there  is  also  a failure  to 
distinguish  between  characteristics  which  may  have  favoured  the  development  of  alcohol  pro- 
blems and  those  which  follow  such  problems. 

Personality  factors.  The  search  for  particular  types  of  personality  susceptible  to 
alcohol  dependence  or  other  alcohol-related  problems  does  not  seem  to  have  been  successful,  as 
pointed  out  already  by  Jellinek  in  1945. 

Landis  (1945)  concluded  from  studies  up  to  that  date  that  there  is  no  unitary  grouping  of 
traits  or  attitudes  which  truly  characterizes  any  considerable  number  of  individuals  addicted  to 
alcohol.  Sutherland  et  al.  (1950)  reviewed  research  (37  papers)  which  had  attempted  to  differen- 
tiate personality  traits  of  alcoholics  from  those  of  non-alcoholics.  They  concluded  that  there  was 
no  satisfactory  evidence  that  persons  of  one  type  were  more  likely  to  become  alcoholics  than  per- 
sons of  another  type.  Syme  (1957)  followed  up  this  work  by  reviewing  all  such  studies  appearing 
after  1949  using  a)  projective  and  b)  non-projective  tests.  He  stated  that  the  former  generally 
presented  data  which  were  "arbitrary,  subjective  and  ambiguous"  and  the  latter,  "while  often 
methodologically  adequate,  leave  much  to  be  desired  in  terms  of  theoretical  considerations  and 
meaningfulness".  Diethelm  (1955)  found  that  there  was  not  sufficient  evidence  to  support  the 
claim  that  specific  personality  types  predispose  to  alcoholism.  Orford  (1972),  reviewing  the  per- 
sonality traits  that  have  been  linked  with  alcoholism,  found  that  most  of  the  conclusions  have 
been  based  on  personal  or  clinical  impressions  gathered  in  an  unstructured  personal  situation  and 
often  biased  by  negative  evaluation.  A recent  approach  has  attempted  to  isolate  sub-types  within 
the  alcoholic  population  using  multivariate  statistical  techniques  (Stein  et  al.,  1971;  Partington  & 
Johnson,  1969).  Possibly  a more  fruitful  approach  is  to  attempt  to  link  personality  differences  to 
differences  in  type  of  "alcoholism"  (e.g.  Walton,  1968)  or  in  period  of  onset  (Foulds  & Hassall, 
1969).  It  should  not  be  forgotten  that  apparent  personalities  of  "alcoholics"  may  result  from  the 
effects  of  alcohol  use  rather  than  being  causes. 

Murray  (1977),  discussing  various  scales  devised  to  identify  those  likely  to  drink  heavily 
because  of  personality  factors,  concludes  that  the  unsatisfactory  nature  of  the  scales  is  indicated 
by  the  many  variations  developed  and  finds  them  of  little  value  as  screening  instruments.  They 
may,  however,  be  useful  for  research  into  personality  factors  that  place  an  individual  at  risk  of 
developing  alcoholism  (Hoffman  et  al.,  1974). 

Murphree  (1976),  reviewing  some  possible  origins  of  alcoholism,  looks  inter  alia  at 
empirical  psychological  and  psychosocial  findings  related  to  proneness  to  alcoholism.  Consider- 
ing "the  resulting  mass  of  uninformative  findings"  he  refers  to  Keller's  (1972)  paper  pointing  out 
that  alcoholics  are  always  "more  than"  or  'less  than"  other  people  on  any  of  a huge  number  of 
assessments;  and  Murphree  adds  that  also  in  many  instances  they  are  "the  same  as  . . .".  He  con- 
cludes from  his  review  of  empirical  psychological  and  sociological  data  that  all  the  findings  so  far 
lack  predictive  power:  "they  cannot  reveal  which  of  a group  of  teenagers  will  become  drinkers  or 
alcoholics  or  teetotallers,  or  which  of  a group  of  drinkers  or  alcoholics  will  drop  drinking  or 
decrease  or  increase  their  intake". 

lessor  & lessor  (1977)  state  that  their  research  demonstrates  significant  relationships 
between  variables  in  the  personality  system  and  frequency  of  drunkenness  of  problem  drinker 
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status.  They  find  the  strongest  and  most  consistent  relations  with  variables  in  the  personal  con- 
trol structure  (tolerance  of  deviance,  religiosity  and  positive  and  negative  functions  of  problem 
behaviour):  the  stronger  the  controls,  the  less  the  problem  behaviour.  They  stress  the  importance 
of  looking  at  "problem  drinking"  as  part  of  a structure  of  problem  behaviour  within  a larger 
system  of  behaviour.  The  hypothesis  that  problem  drinking  co-varies  with  other  problem 
behaviours  and  relates  inversely  to  conventional  behaviour  was  upheld  for  both  sexes  in  a 
longitudinal  study  of  high  school  youth  (Jessor  & Jessor,  1977a).  This  hypothesis  was  applied  to 
a national  study  of  adolescent  drinking  behaviour,  attitudes  and  correlates  across  diverse  ethnic 
groups  (Rachal  et  ah,  1975,  1976).  The  findings  were  consistent  with  those  of  the  two  previous 
studies  (Donovan  & Jessor,  1978). 

Genetics.  Goodwin  (1979)  has  reviewed  recent  evidence  for  a hereditary  factor  in 
alcoholism.  The  evidence  from  twin  studies  for  a genetic  determinant  of  alcoholism  is  inconsis- 
tent, although  genetic  control  over  the  metabolism  of  alcohol  is  indicated.  Studies  attempting  to 
replicate  findings  of  an  association  between  a genetic  marker  (blood  groups,  genetically  deter- 
mined proteins,  finger  ridge  count)  have  given  contradictory  results  except  for  colour  blindness 
which,  however,  seems  to  be  reversible  and  may  be  caused  by  malnutrition  or  toxic  effects. 

0 Adoption  studies  have  indicated  that  children  of  alcoholics,  especially  sons,  are  particularly 
vulnerable  to  alcoholism  (often  at  an  early  age)  whether  raised  by  their  parents  or  by  non- 
alcoholic foster  parents.  Goodwin  points  out  that  it  cannot  be  stated  with  any  certainty  that  any 
specific  factor  is  inherited,  but  that  genetic  and  environment  factors  combine  to  produce  what 
might  be  termed  "familial  alcoholism".  This  concept  is  of  value  for  identifying  high  risk  groups. 

A review  of  this  topic  in  the  Lancet  (1979)  draws  attention  to  the  continuing  search 
for  genetic  markers.  Major  & Murphy  (1978),  for  instance,  have  shown  that  first-degree  relatives 
of  low-monoamine-oxidase  (MAO)  alcoholics  have  a higher  incidence  of  alcoholism  than  the 
relatives  of  alcoholics  with  higher  MAO.  Shields  (1977)  in  his  review  points  out  that  genetic  fac- 
tors may  be  implicated  in  the  complications  of  alcoholism,  such  as  liver  damage  and  especially  its 
progression  to  cirrhosis. 

Other  psychobiological  factors.  Gross  (1977)  has  provided  a selective  review  of  recent 
research  on  psychobiological  contributions  to  the  alcohol  dependence  syndrome  and  shows  that 
a clearer  understanding  has  emerged  of  the  mechanisms  of  toxicity,  tolerance  and  dependence, 
and  the  role  of  quantity  and  duration  of  consumption  and  blood-alcohol  concentrations  reached. 
Some  evidence  of  direct  cytoxic  effects  of  alcohol  on  the  central  nervous  system  suggests  that  the 
alcohol  itself  rather  than  an  initial  psychic  dependence  may  be  extremely  important  in  the 
development  of  the  alcohol  dependence  syndrome  in  cultures  where  high  alcohol  intake  is 
customary.  Research  on  critical  threshold  of  blood-alcohol  concentrations  has  thrown  light  on 
possible  reasons  for  individual  variations  in  reaction  to  alcohol,  for  example  the  wide  range  of 
differences  in  blood-alcohol  concentration  that  may  result  from  the  intake  of  similar  quantities  of 
ethanol. 

5.4  Implications  for  Prevention 

Wilkinson  (1970),  in  line  with  the  reasoning  in  his  review  mentioned  above,  puts 
forward  a programme  for  reducing  alcohol-related  problems  through  changing  patterns  of  con- 
trol. One  of  the  main  features  proposed  is  provision  of  opportunities  to  young  people  to  learn 
moderate  drinking  in  controlled  circumstances,  for  example,  by  lowering  the  legal  age  limit  for 
purchase  and  consumption  of  alcohol,  and  promoting  education,  through  the  home  and  the 
school,  concerning  moderate  drinking.  He  makes  a number  of  additional  proposals  aimed  at 
liberalizing  the  restrictions  on  availability  of  alcoholic  beverages  and  at  improving  the  social  at- 
mosphere of  places  where  people  meet  to  drink,  affirming  that  the  purpose  of  such  measures 
would  be  to  develop  individual  rather  than  outside  controls;  it  is  contended  that  by  learning  to 
drink  at  an  early  age  with  their  families,  people  would  better  learn  how  to  manage  alcohol. 
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This  approach  to  prevention  of  alcohol-related  problems  followed  the  earlier  thinking 
of  the  US  Cooperative  Commission  on  the  Study  of  Alcoholism  as  outlined  by  Plaut  (1967).  It 
has  become  known  in  some  of  the  literature  as  the  "sociocultural  model"  and  has  been  the  back- 
ground for  much  of  the  educational  work  pursued  in  the  United  States  with  a view  to  teaching 
"responsible  drinking".  A similar  approach  is  seen  in  the  proposals  put  forward  in  England  and 
Scotland  (the  Errol  and  Clayson  reports)  as  outlined  earlier  and  certainly  appears  to  have  been 
linked  with  the  movement  in  many  countries  towards  slackening  of  legal  controls  on  alcoholic 
beverages. 

Some  authors  have  pointed  to  errors  In  the  analysis  of  the  sociocultural  data  on  which 
this  model  is  based.  It  is  contended,  for  example,  that  low  rates  of  alcoholism  among  orthodox 
Jews  result  from  low  overall  levels  of  consumption  rather  than  from  the  cultural  context  of  drink- 
ing (however,  this  does  not  provide  an  explanation  for  the  low  consumption  rate).  Although 
there  is  a low  reported  incidence  of  drunkenness  and  alcoholism  among  Italians,  the  cirrhosis 
mortality  rate  is  high,  as  would  be  expected  from  their  high  per  capita  consumption  rate:  a 
similar  picture  is  seen  among  the  French.  The  attempt  to  introduce  new  models  of  drinking,  it 
was  hoped,  would  lower  the  incidence  of  alcohol-related  problems.  However,  in  many  coun- 
tries, experience  has  shown  that  the  new  model  has  merely  been  added  to  the  older,  with  resul- 
tant increase  in  consumption  and  in  the  level  of  certain  problems,  as  outlined  earlier.  Greater  em- 
phasis is  now  being  laid  on  responsible  decision  making  about  the  use  of  alcohol  and  other  drugs 
and  other  areas  of  living,  as  discussed  in  section  7. 

Heath  (1977)  does  not  despair  of  the  value  of  the  "sociocultural  model"  for  improving 
prevention  strategies,  but  emphasizes  that  most  of  the  literature  on  the  topic  has  not  been  cen- 
trally concerned  with  relationships  between  alcohol  and  human  behaviour.  He  points  out  that  a 
much  deeper  understanding  is  required  of  the  variations  in  drinking  patterns  and  motives  bet- 
ween and  within  social  categories,  and  of  how  these  factors  relate  to  other  aspects  of  life.  His  plea 
for  longitudinal  prospective  research  is  supported  by  Straus  (1977).  The  latter  refers  to  the  in- 
creasing number  and  variety  of  social  situations  in  which  drinking  is  defined  as  an  appropriate  or 
expected  behaviour,  the  non-drinker  or  moderate  drinker  being  made  to  feel  impolite  or  inade- 
quate, and  the  heavy  drinker  being  depicted  (e.g.  in  fiction  and  the  mass  media)  as  successful. 
Such  social  pressures,  he  suggests,  "create  a potential  for  a kind  of  social  dependence  on  alcohol" 
and  improved  understanding  of  these  forces  may  assist  in  the  development  of  prevention 
strategies. 

lessor  & Jessor  (1977)  have  emphasized  the  need  for  a much  deeper  knowledge  of  the  uses 
and  functions  of  alcohol  among  individuals  as  well  as  in  social  groups.  Their  research  illustrates 
the  role  of  'limited  access  to  opportunity  - to  jobs,  education,  status,  social  acceptance,  family 
integrity,  mobility,  group  membership,  adequate  housing"  in  creating  social  pressure  towards  ex- 
cessive alcohol  use.  They  refer  to  the  preventive  implications  of  such  findings,  which  suggest  in- 
creasing access  to  opportunity  as  a way  of  lessening  pressure  towards  excessive  consumption. 
Edwards,  responding  to  this  contention  during  the  NIAAA  conference,  pointed  out,  however, 
that  access  to  opportunities  of  all  kinds  has  not  necessarily  exerted  a protective  influence  against 
excessive  alcohol  consumption.  One  might  deduce  that  both  excessive  access  to  and  limitation  of 
opportunities  might  constitute  situations  conducive  to  heavy  drinking  as  a result  of  different 
types  of  social  pressure,  against  each  of  which  countermeasures  would  be  required. 

As  regards  preventive  measures  related  to  personality  factors,  Jessor  & Jessor  (1977) 
emphasize  the  need  to  consider  an  approach  focussed  on  internal  personal  control  systems  and 
the  development  of  feelings  of  social  responsibility.  They  state  that  this  does  not  imply  that  in- 
tervention has  to  be  on  an  individual  basis;  on  the  contrary  "social  reorganization  may  be  the 
most  efficient  approach  to  individual  change".  It  has  been  pointed  out  that  in  certain  cultures,  for 
instance  in  India,  existing  community  control  systems  are  much  more  influential  than  personal 
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controls  but  that  safeguards  may  be  needed  to  prevent  deleterious  effects  of  breakdown  of  com- 
munity controls. 

That  large-scale  social  reorganization  is  possible  has  been  proved  by  history,  including 
very  recent  history:  but  it  is  not  certain  that  such  changes  have  resulted  in  a reduction  of 
psychosocial  problems  in  general  or  alcohol-related  problems  in  particular.  In  fact  the  contrary 
has  often  occurred,  as  outlined  in  section  6.  It  has  been  contended  that  much  more  attention  is  re- 
quired to  education  for  responsibility  for  one's  own  health  and  welfare  and  for  that  of  others. 
These  matters  have  received  very  little  attention  and  their  implications  go  far  beyond  the  preven- 
tion of  alcohol-related  problems,  but  it  may  prove  essential  to  move  away  from  the  narrow 
focus.  At  present,  however,  it  is  difficult,  if  not  impossible,  for  an  impartial  reviewer  to  select 
models  for  the  desirable  new  type  of  society  or  the  desirable  methods  of  influencing  its  in- 
habitants to  love  their  neighbours  as  well  as  themselves. 

5.5  Conclusions 

Even  from  the  few  examples  provided  in  this  section,  it  is  apparent  that  there  are  wide 
variations  between  and  within  countries  in  the  way  sociocultural  and  sociodemographic  factors 
affect  drinking  patterns  and  determine  which  are  the  high  risk  groups  within  populations.  These 
sets  of  factors  interrelate  with  each  other  and  also  with  individual  factors  in  complex  ways.  In 
addition,  the  relative  impact  of  each  factor  may  change  with  time,  as  has  been  seen  in  relation  to 
social  class,  sex  and  age. 

As  Edwards  et  al.  (1972)  conclude  from  a study  of  drinking  in  a London  suburb,  . . . 
"any  taxation,  education  or  other  social  manipulation  which  has  as  its  imagined  target  the 
'typical  British  drinker'  can  do  no  more  than  discharge  a blunderbuss  . . . Before  the  preventive 
expert  gets  to  work,  therefore,  he  clearly  has  to  ask  himself  what  type  of  drinking  in  which  par- 
ticular sub-culture  he  is  trying  to  transmute  into  some  other  drinking  pattern  . . . with  what 
potential  harm  as  well  as  with  what  benefit". 

So  far  the  surveys  of  the  type  required  have  been  carried  out  in  only  a few  countries  and 
not  necessarily  with  a view  to  programme  planning.  Moreover,  the  results  of  studies  carried  out 
elsewhere  cannot  supply  the  answers  to  the  planner  in  a specific  community,  but  can  provide 
clues  and  can  suggest  what  factors  to  study  and  how  they  can  be  investigated.  These  matters  are 
considered  further  in  sections  9 and  10.  The  kind  of  careful  study  of  the  existing  situation  that  is 
being  carried  out  in  the  countries  collaborating  in  the  WHO  Community  Response  project  can  be 
expected  to  provide  the  range  of  data  required  for  planning  preventive  programmes. 
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Table  12. 


Drinking  Patterns  and  Alcohol-related  Problems  among  Young  People: 

Survey  Findings 


Place,  date,  sample 
(size  and  nature) 

AFRICA 

Zambia 

University  students 

AMERICAS 

Canada 

Ontario,  random  sample 
high  school  students  in 
8 northern  communities, 
n = 2533 

Ontario,  1974,  sample  of 
population  aged  18  years 
and  over,  n = 796. 
Self-reports 

Ontario,  studies  every 
two  years,  1968-74,  of 
Toronto  high  school 
students,  grades  7,9,11,13 

Ontario,  1977,  survey  of 
representative  sample  of 
Ontario  students,  grades 
5,7,9,11  and  13.  n = 5862 

Ontario,  1978,  survey  of 
representative  sample  of 
Ontario  students,  grades 
7-13,  n = 8938 


Alberta,  surveys  in  1971, 

'74  and  '76  of  representative 
sample  of  rural  Alberta 
students,  grades  6-12. 

British  Columbia, 

1771  high  school  students 
in  3 cities 

British  Columbia,  surveys 
of  representative  samples 
of  Vancouver  students  in 
1970,  '74  and  '78. 

Prince  Edward  Island, 
surveys  of  representative 
samples  of  PEI  students, 
grades  7-12,  1972  & 1976 

Chile 

Santiago,  Valparaiso, 
Quilpue.  Population 
aged  6 months  to  14  years 
in  working  class  areas 


Reference 


Haworth  & Mwanalushi 
(1976) 


Asimi  (1971) 


Gillies  et  al.  (1975) 


Smart  & Fejer  (1974) 


Smart  et  al.  (1977) 


White  et  al.  (1978) 


Bakal  et  al.  (1976) 

Cutler  & Storm  (1973) 

Hollander  & Macurdy 
(1978) 

Killorn  (1977) 

Stegen  (1959)  cited  in 
Horwitz  et  al.,  1967, 
p.  94 


Findings 


74%  used  alcohol,  38%  drank  regularly, 
86%  preferred  beer,  12%  spirits 


About  79%  used  alcohol,  only  11%  males  and 
8%  females  as  frequently  as  5-7  times  a week 


About  84%  aged  18-19  years,  95%  aged  20-24  years 
were  drinkers 


Percentage  reporting  drinking  at  least  once  in  past 
6 months  increased  from  46%  in  1968  to  73%  in  1974: 
2.9%  boys  and  1.8%  girls  drank  daily  in  1974 

82%  of  students,  grades  7-13  reported  using  alcohol 
at  least  once  in  past  12  months 


32%  of  elementary  and  72%  of  high  school  students 
reported  drinking  one  or  more  alcoholic  beverages 
once  or  more  often  during  previous  six  month  period; 
8%  of  elementary  & 27%  of  high  school  students 
reported  drinking  at  least  once  a week  and  17%  of 
elementary  and  44%  of  high  school  students  claimed 
to  have  consumed  five  or  more  drinks  on  at  least  one 
occasion  in  past  six  months 

72%  of  students  reported  drinking  alcohol  in 
preceding  6 months  in  1971  compared  to  73%  in  1974 
and  70%  in  1976  suggesting  relative  stability  over 
time  period 

About  75%  were  drinkers,  23%  regular  drinkers; 

15%  consumed  > 10  drinks  a week,  40%  had  been 
drunk  in  the  past  month,  7.4%  had  recently  been 
drunk  about  once  a week 

In  1974,  71%  indicated  use  of  alcohol  at  least  once 
compared  to  78%  in  1978;  in  1970,  9%  reported  using 
alcohol  more  than  once  a week  compared  to  14%  in 
1978 

46%  reported  using  alcohol  at  least  once  in  previous 
six  months  in  1972  compared  to  65%  in  1976 


12%  habitual  heavy  drinkers,  that  is,  drink  more  than 
1 glass  of  wine  or  beer  a day  or  a variety  of  other 
alcoholic  beverages.  A further  16%  had  regular  drinks 
of  wine  in  abundance  and  had  frequently  been  drunk 
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Table  12.  (contd.) 

Drinking  Patterns  and  Alcohol-related  Problems  among  Young  People: 

Survey  Findings 


Place,  date,  sample 

(size  and  nature)  Reference  Findings 


Colombia 


Bogota  (1974) 

Sample  of  4840  students 
from  all  High  Schools 

Colombia,  Ministry 
of  Health  (1976) 

3.3%  "heavy  use":  5.7%  males,  0.9%  females; 

75.9%  "use":  78.5%  males,  73.3%  females 

USA 

1965-75 

students 

Blane  & Hewitt  (1976) 
Mosher  (1977) 

An  extensive  review  of  US  studies  showed  that  a high 
percentage  of  US  schoolchildren  drink,  at  least 
occasionally;  there  was  no  increase  in  rates  between 
1965  and  1975.  Medium  age  of  beginning  to  drink  was 
13.6  yrs  in  1941-1760,  12.9  years  1971-1973.  On  an 
average  those  who  drink  do  so  three  times  a month 

National  surveys  1967  and 
1969  general  population 
males  aged  21-59  years: 
n = 1561;  same  San  Fran- 
cisco 1967/78:  n = 786. 

Cahalan  & Room  (1974) 

Drinking  problems  most  common  in  age  group  21-24 
years  (n  = 147) 

Nationwide  representative 
sample  general  population 
males  aged  20-30  years, 

2510  interviews:  survey  of 
use  of  various  drugs 

O'Donnell  et  al.  (1976) 

97%  had  used  alcohol  at  some  time,  20%  light  users 
(had  used  9-1000  times,  never  in  large  quantities) 

37%  heaviest  users  (1000  times  or  more,  sometimes  in 
large  quantities).  90%  of  the  heaviest  users  had  been 
drunk  in  a public  place,  84%  had  driven  a car  while 
drunk 

47  States,  1974:  13  122 
students  aged  12-17  yrs. 
Nationwide  stratified  sample 
of  school  classrooms. 
Self-report 

Rachal  et  al.  (1975) 

Increase  in  frequency  of  drinking  with  increasing  age: 
rapid  increase  between  ages  16  and  18  yrs.  Mean 
number  of  drinks  per  occasion  increases  with  age 
Nearly  50%  reported  having  been  drunk  at  least  once 
in  previous  year  and  25%  > 4 times 

Marden  et  al.  (1976) 

Criticized  above  study  and  found  results  exaggerated 

San  Mateo  County  School 
District,  Calif.,  1968  - 
1977,  35  000  students 

San  Mateo  County 
(1977) 

Rate  of  use  in  previous  year  increased  from  65%  to 
88%  between  1968  [ 1977;  use  on  50  or  more 
occasions  increased  from  16%  in  1970  to  28%  in  1973, 
but  remained  fairly  stable  thereafter.  Frequency  of  use 
rises  steadily  with  age;  majority  use  moderately 

San  Francisco,  general 
population,  615  male 
respondents,  aged  21-59 

Social  Research  Group 
(1973) 

44%  reported  first  drunk  or  high  before  age  18, 

66%  before  21 

1949,  students  in  repre- 
sentative sample  of  27 

US  colleges 

Straus  & Bacon  (1953) 

92%  in  non-sectarian  colleges,  65%  in  private 
co-educational  colleges  reported  drinking.  About  half 
drank  less  often  than  once  a month;  3%  males  and 

1%  females  drank  ^ 4 days  a week;  22%  males  and 
1%  females  had  been  drunk  > 5 times. 

206  persons  from  Straus' 

& Bacon's  1949  study  inter- 
viewed or  mailed  question- 
naire 20  years  later  (1969) 

Fillmore  (1974) 

44%  male  drinkers  were  "problem  drinkers"  in  college 
(1949);  only  19%  20  years  later;  but  figures  for 
females  increased  from  12%  to  14% 

Review  of  7 US  studies  of 
adolescent  drinking 

Bacon  & Jones  (1968) 

11%  - 17%  of  students  had  ever  been  drunk;  4%  had 
been  drunk  in  the  past  6 months 
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Table  12.  (contd.) 

Drinking  Patterns  and  Alcohol-related  Problems  among  Young  People: 

Survey  Findings 


Place,  date,  sample 
(size  and  nature) 

Reference 

Findings 

USA  (contd.) 

USA,  Western  New  York 

Barnes  & Russell 

M =60 

abstainers 

State  (1975)  1 360  000 

(1978) 

F = 120 

population.  Part  of  larger 

Questionnaire 

M = 30 

infrequent  drinkers 

study  (see  table  5) 

F = 40 

18-20  yrs:  M = 47  F = 48 

M = 40 

light  drinkers 

(1975) 

F = 180 
M = 310 
F = 270 

moderate  drinkers 

M = 580 
F = 290 

heavy  drinkers 

USA,  Boston  Standard 

Wechsler  et  al. 

Metropolitan  Statistical 
Area.  Part  of  larger  study 

(1978) 

(see  table  5) 

Survey: 

M = 29 

abstainers 

18-24  years 

2 questions  on 

F = 136 

M = 69  F = 81 

drinking  (QFV) 

M = 72 

infrequent  drinkers 

(1975) 

F = 173 

M = 203 
F = 309 

light  drinkers 

M = 159 
F = 173 

moderate  drinkers 

M = 536 

F = 210 

heavy  drinkers 

EUROPE 

Finland 

Helsinki,  1960,  unmarried 
males  aged  14,  16  -t-  18  yrs 
(n  = 109,  107,  102) 

Helsinki,  1964,  unmarried 
males  aged  14,  16  + 18  yrs 
(n  = 109,  107,  102) 

Helsinki,  1973,  unmarried 
males  aged  14,  16  -I-  18  yrs 
(n  = 108,  132,  142) 


France 

Representative  sample  of 
secondary  school  pupils 
aged  15-20  years:  N = 2339 
in  Paris  region  and  Bouches- 
du-Rhone,  departements 
(counties)  of  Ille-et-Vilaine 
and  Cotes  du  Nord;  1972 
Ifop  Survey,  1976:  1535 
persons  aged  15-19  years 


Bruun  & Hauge  (1963) 


Bruun  (1965) 


Ahlstrom-Laakso  (1975) 


Davidson  et  al.  (1974) 


Reported  in  Alcool 
ou  Sante  (1977) 


The  proportion  of  completely  abstinent  boys  in  the 
samples  decreased  sharply  from  1960  to  1973:  at  age 
14,  from  41%  to  27%;  age  16,  from  23%  to  4%; 
age  18,  from  6%  to  1%.  Of  those  who  drink,  the 
percentages  drinking  beer  and  wines  as  well  as  spirits 
increased  in  the  same  period  from  7%  to  66% 

(age  14);  39%  to  86%  (age  16);  57%  to  96%  (age  18). 
Drinking  frequency  has  increased  in  all  3 age  groups. 
For  those  aged  18  years,  the  percentages  having  had 
alcohol  at  least  5 times  in  the  previous  4 weeks 
increased  from  3%  to  nearly  50%;  43%  of  those  aged 
14  years  and  75%  aged  18  years  had  had  alcohol  in 
the  preceding  week  in  1973. 

Over  the  13  years,  the  amounts  consumed  at  a time 
have  tripled  for  the  group  aged  14  years  and  doubled 
for  the  other  two  groups  who  consume  larger  average 
amounts  per  occasion  than  urban  adult  males, 
although  total  consumption  is  still  lower  for  the 
groups  aged  14  and  16  years  than  for  adults 

16%  drank  wine  or  beer  or  both  daily,  3%  several 
times  a day.  In  the  3 regions,  1.1%,  0.6%  and  0.7% 
consumed  spirits  daily,  0.2%,  0.4%  and  0.3%  several 
times  a day 
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About  55%  used  alcohol;  15%  drink  wine  with  water 
daily,  6%  pure  wine,  14%  beer  and  1%  spirits;  17% 
drank  > 3 cl  100%  ethanol  per  day,  11%  > 4 cl 


Table  12.  (contd.) 

Drinking  Patterns  and  Alcohol-related  Problems  among  Young  People: 

Survey  Findings 


Place,  date,  sample 
(size  and  nature) 


EUROPE  (contd.) 


Reference 


Findings 


Poland 

Bochnia  Swi^cicki  (1975) 

1913  :1473  boys, 

867  girls 

1967  : 981  boys, 

1266  girls 


Warsaw  schools 
1972:  991  boys,  793  girls 
aged  14-18  years 


Switzerland 

Basle  Weidmann  et  al.  (1973) 

Most  of  the  pupils  of 
primary  and  secondary 
schools  of  Basle 

1972-1973.  Army  recruits,  Battegay  et  al.  (1975) 
males,  average  age  20  years; 

N = 4056 

62  males  aged  15-26  years  Wiithrich  and  Hausheer 
interviewed  by  questionnaire  (1977) 

Representative  sample  of  Muller  (1979) 

school  children  aged  12-16 
years  (1978)  in  3 language 
areas  of  Switzerland: 

German  (G)  (N  = 2481) 

French  (F)  (N  = 612) 

Italian  (I)  (N  = 435) 


United  Kingdom 

England  & Wales,  1954-  Glatt  & Hills  (1968) 
1963,  persons  aged  under 
21  years 

Pilot  project  1975;  160  Hawker  (1977) 

females  and  160  males  aged 
13-16  years;  self- 
administered  questionnaire 


% who  drank  alcoholic  beverages 
1913  1967 


boys 

girls 

all  ages 

boys 

girls 

95 

89.8 

83.5 

68.3 

(41)' 

(27.6) 

aged  under  12  years 

(49.5) 

(33.3) 

92 

90.7 

65.8 

36.6 

(37.4) 

(27.3) 

(22.8) 

( 7.2) 

H ) = drank  vodka 

% boys  and  girls  who  drank  vodka  at  least  weekly: 
Bochnia  1967,  1.8%  aged  14  years,  4.6%  (15  years), 
9.2%  (17  years);  Warsaw  1972:  4.5%  (15  years), 
10.2%  (18  years),  12.5%  (18  years). 

By  17  years,  wine  was  drunk  at  least  weekly  by 
21.8%  of  the  Warsaw  sample,  10.8%  of  the  Bochnia 
sample 

3%  regularly  consumed  alcohol,  45%  drank 
occasionally,  10%  never  drank,  13.2%  had  been 
intoxicated  several  times,  19.7%  had  been  intoxicated 
once 

8.6%  consumed  more  than  50  g 100%  ethanol  a day; 
81%  up  to  50  g a day  and  10.4%  no  alcohol 

11.3%  consumed  more  than  50  g 100%  ethanol  a day, 
74.1%  up  to  50  g a day  and  14.6%  no  alcohol 

Percent  abstinent:  G.  22.2%  (31.6%  aged  12  years); 

F.  16.3%  (20.4%  aged  12);  I.  22.7%  (27.7%  aged  12). 
Percent  drinking  daily:  G.  1.1%  (0.8%  aged  12); 

F.  2.5%  (2.0%);  I.  6.7%  (6.5%) 

Percent  who  have  been  drunk  at  least  once  in  last 
2 months:  G.  12.2%  (urban),  13.2%-16.0%  (rural); 

F.  20.9%  (urban),  23.8%  (rural);  I.  19.1%  (urban), 
26.9%  (rural) 


300%  increase  in  public  drunkenness  in  9 years 


64%  boys  and  51%  girls  had  1st  drink  under  age  13 
years;  35%  boys  and  26%  girls  drank  once  a week  or 
more  frequently  (including  4%  and  2.6%  respectively 
who  drank  daily);  41%  girls  and  49%  boys  who 
completed  questionnaire  reported  experience  of 
hangover  more  than  once  during  last  year  (included 
physical  effects,  amnesic  periods  and  inability  to 
attend  school) 


148 


Table  12.  (contd.) 

Drinking  Patterns  and  Alcohol-related  Problems  among  Young  People: 

Survey  Findings 


Place,  date,  sample 

(size  and  nature)  Reference  Findings 


United  Kingdom 
(contd.) 

London:  1967,  1969;  Orford  & Postoyan 

1807  male  university  (1970) 

students 


1232  first-year  university  Orford  et  al.  1974 

students  self-completion 

questionnaire 


Scotland:  Glasgow,  1970; 
representative  sample 
secondary  schools  and 
further  education  colleges: 
sample  pupils  aged  14-17 
years:  1337  interviewed 

Scotland:  Dumfries,  125 
Protestant  school  pupils 
14  -F  15  years  old  (2 
of  16  years).  Self-report 
after  group  discussion 


Davies  & Stacey 
(1972) 


McKechnie  et  al. 
(1977) 


SOUTH-EAST  ASIA 
India 

Delhi,  1975,  systematic  Mohan  et  al.  (1977) 
sample  University  students 
n = 256  males,  246  females 
self-completion  question- 
naire on  drug  use 

Delhi,  1975,  random  sample  Mohan  et  al.  (1978) 
male  students  aged  14-16 
years  in  3 classes  of  one 
high  school,  n = 255 
respondents  to  self- 
completion questionnaire  on 
drug  use 

Lucknow  city,  1513  male  Sethi  & Manchanda 

degree  college  students;  (1978) 

888  arts,  science  and 
commerce  and  625  law 
students 


97.6%  reported  alcohol  use.  In  the  preceding  year 
16-18%  had  > 2 drinks  a day,  35%  had  consumed 
366  or  more  drinks.  Of  495  in  one  college,  53%  had 
as  a result  of  drinking  broken  laws  without  police 
detection,  19%  missed  a day  of  university 

Drinking  at  bar  weekly:  69.5%  M,  55.5%  F;  3 or 
fewer  occasions  in  previous  12  months;  5%  M,  3.5% 

F.  Little  difference  in  average  quantities  drunk  by  each 
sex  if  allowance  made  for  differences  in  body  weight 

95.6%  males  and  91.7%  females  reported  that  they 
had  tasted  an  alcoholic  drink.  At  age  14,  most  male 
drinking  took  place  in  the  home,  but  at  age  17  in  the 
non-home  setting 


95%  boys,  93%  girls,  reported  having  tasted  alcohol. 
About  a third  of  the  drinkers  drank  at  least  once 
a week 


Alcohol  and  tobacco  most  frequently  used  drugs. 

36%  males  and  11%  females  used  alcohol:  of  these, 
82%  males  & 100%  females  used  it  once  a month 
or  less  often 

Alcohol  and  tobacco  most  frequently  used  drugs. 
Alcohol  was  used  by  26%;  used  once  or  several  times 
a week  by  2.2%;  1.3%  (3  students)  were  labelled 
"addicts"  (affirmative  "craving"  response) 


11.5%  consumed  one  or  more  drugs  at  least  once  a 
month;  of  these  44.9%  drank  once  a month, 

31.5%  2-3  times  a month,  20.2%  1-2  times  a week 
and  3.4%  almost  daily.  Majority  of  abusers  were  aged 
21-25  years.  65.9%  had  never  used  any  drugs 
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Table  12.  (contd.) 

Drinking  Patterns  and  Alcohol-related  Problems  among  Young  People: 

Survey  Findings 


Place,  date,  sample 

(size  and  nature)  Reference  Findings 


WESTERN  PACIEIC 
Australia 

New  South  Wales,  Bell  et  al.  (1975) 

Studies  of  samples  of  pupils  Egger  et  al.  (1975) 
aged  14-16  and  12-17  from  Egger  & Champion 
urban  and  rural  schools  (1978) 


Canberra,  ACT  Irwin  (1976) 

Samples  of  pupils  in  forms 
1-6  (aged  about  11-17  years) 
in  37%  of  secondary  schools 
(1973  and  1974)  N = 4952. 

Self-rating  questionnaire 

Victoria,  2042  secondary 
school  students  over 
15  years 

Sydney,  1967,  students  aged  Sargent  (1971) 
25  years  and  younger  from 
3 Universities,  Australian- 
born,  n = 1157  males  (m.) 

437  females  (f.) 


Japan 

1965,  students  Sargent  (1971) 

4 Universities,  N.  Japan 
n = 135  m.,  143  f. 


1976  Senior  high  school  Tani  et  al.  (1978) 

students  N = 119  M,  107  F; 

questionnaire 


Alcohol  most  widely  used  drug.  Never  tasted  alcohol; 
M = 13.5%  in  1974,  8%  in  1977;  F = 19%  in  1974, 

12%  in  1977.  Drinking  once  or  more  often  a week, 
males  aged  over  15  years;  43%  in  1974,  51%  in  1977; 
males  aged  14  years  and  under;  26%  in  1974,  19%  in 
1977.  Felt  very  drunk  or  "passed  out"  more  than  once 
a month,  males  aged  14-16  years;  33%  in  1974,  40% 
in  1977;  females  aged  14-16  years;  14%  in  1974,  25% 
in  1977 

Percentages  using  alcohol  increased  with  age  from 
30.6%  to  82.4%  of  boys  and  17.5%  to  71.9%  of 
girls  between  years  7 and  12  (ages  about  11  to  17 
years 


Type  of  drinking 

% m. 

%/. 

high  amount  (ha) 

32 

16 

frequent  moderate  (fm) 

23 

23 

infrequent  moderate  (im) 

18 

26 

frequent  light  (fl) 

3 

5 

infrequent  light  (il) 

11 

18 

abstainers  (a) 

11 

11 

indeterminate  (i)  2 

(Knupfer  & Room,  1964,  quantity-frequency 
classification) 

1 

ha 

11 

2 

fm 

29 

1 

im 

4 

6 

fl 

31 

2 

il 

21 

83 

a 

0 

6 

i 

4 

0 

95%  boys  and  85%  girls  had  experienced  drinking; 
19%  boys  and  1%  girls  drank  more  than  once  a week; 
4%  boys  and  1%  girls  under  age  of  18  years  drank 
more  than  4 times  a week 


Australia.  Common-  87%  were  drinkers,  5.4%  drinking  most  days 
wealth.  Senate  Standing 
Committee  (1977) 


150 


References  to  Section  5 


Ahlstrom-Laakso,  S.  (1975)  Changing  drinking  habits  among  Finnish  youth.  Paper  presented  at  the  31st 
International  Congress  on  Alcoholism  and  Drug  Dependence,  Bangkok,  1975,  Report  from  the  Social 
Research  Institute  of  Alcohol  Studies,  Helsinki,  No.  81 

Armor,  D.J.,  Polich,  J.M.  & Stambul,  H.B.  (1976)  Alcoholism  and  treatment,  Santa  Monica,  Calif.,  Rand 

Amer,  O.  (1973)  The  role  of  alcohol  in  fatal  accidents  among  seamen,  Brit.  J.  Addict.,  68,  185 

Australia.  Commonwealth  Department  of  Health  (1978)  Alcohol  in  Australia:  a summary  of  related 
statistics,  Canberra 

Bacon,  M.K.,  Barry,  H.  & Child,  I.L.  (1965)  Relations  to  other  features  of  culture.  Quart.  J.  Stud.  Ale. 
Suppl.  3,  29 

Bacon,  M.K.,  Barry,  H.,  Child,  I.L.  & Snyder,  C.R.  (1965)  Detailed  definitions  and  data.  Quart.  ].  Stud. 
Ale.  Suppl.  3,  78 

Bales,  R.F.  (1946)  Cultural  differences  in  the  rate  of  alcoholism.  Quart.  ].  Stud.  Ale.,  6,  480 

Bales,  R.F.  (1962)  Attitudes  toward  drinking  in  the  Irish  culture.  In:  Pittman,  D.J.  & Snyder  C.R.,  ed.. 
Society,  culture  and  drinking  patterns.  New  York,  Wiley 

Barry,  H.,  Buchwald,  C.,  Child,  I.L.  & Bacon,  M.K.  (1965)  Comparisons  with  Horton  ratings.  Quart.  J. 
Stud.  Ale.  Suppl.  3,  62 

Blane,  H.T.  & Hewitt,  L.E.  (1976)  Alcohol  and  youth:  an  analysis  of  the  literature,  prepared  for  US  Na- 
tional Institute  on  Alcohol  Abuse  and  Alcoholism 

Brun-Gulbrandson,  S.  & Irgens-Jensen,  O.  (1967)  Abuse  of  alcohol  amongst  seamen,  Brit.  J.  Addict.,  62, 
19 

Bruun,  K.  (1965)  The  drinking  habits  of  18-year-old  males  in  the  Northern  capitals,  1960  and  1964, 
Alkoholpolitik,  28,  208 

Bruun,  K.  & Hauge,  R.  (1963)  Drinking  habits  among  Northern  youth;  a cross-national  study  of  male 
teenage  drinking  in  Northern  capitals,  Helsinki  (Finnish  Foundation  for  Alcohol  Studies  Vol.  12) 

Cahalan,  D.,  Cisin,  I.H.  & Crossley,  H.M.  (1969)  American  drinking  practices:  a national  survey  of 
drinking  behavior  and  attitudes.  New  Brunswick,  NJ  (Rutgers  Center  of  Alcohol  Studies,  Monograph  No. 
6) 

Cahalan,  D.  & Room,  R.  (1974)  Problem  drinking  among  American  men,  New  Brunswick,  NJ  (Rutgers 
Center  of  Alcohol  Studies,  Monograph  No.  7) 

Child,  I.L.,  Bacon,  M.K.  & Barry,  H.  III.  (1965a)  Descriptive  measurements  of  drinking  customs.  Quart. 
J.  Stud.  Ale.  Suppl.  3,  1 

Child.  I.L.,  Barry,  H.  III.  & Bacon,  M.K.  (1965b)  Sex  differences.  Quart.  J.  Stud.  Ale.  Suppl.  3,  49 

Clayson  Committee  (1973)  Report  of  the  Departmental  Committee  on  Scottish  Licensing  Law,  Edinburgh, 
HMSO 

Cutler,  R.  & Storm,  T.  (1973)  Drinking  practices  in  three  British  Columbia  cities,  11.  Student  survey,  Van- 
couver, Alcoholism  Foundation  of  British  Columbia 


151 


Dahlgren,  L.  & Myrhed,  M.  (1977)  Female  alcoholics.  1.  Ways  of  admission  of  the  alcoholic  patient.  A 
study  with  special  reference  to  the  alcoholic  female,  Acta  psychiat.  scand.  56,  39 

Diethelm,  O.  (1955)  Research  in  chronic  alcoholism.  In:  Diethelm,  O.,  ed..  Etiology  of  chronic 
alcoholism,  Springfield,  111. 

Dight,  S.E.  (1976)  Scottish  drinking  habits,  a survey  carried  out  for  the  Scottish  Home  and  Health  Depart- 
ment, Office  of  Population  Censuses  and  Surveys,  Social  Survey  Division,  London  HMSO 

Donovan,  J.E.  & lessor,  R.  (1978)  Adolescent  problem  drinking.  Psychological  correlates  in  a national 
sample  study,  /,  Stud.  Ale.,  39,  1506 

Drew,  L.R.H.  (1977)  Changes  in  Australian  drinking  patterns:  1969-1976,  Austral.  J.  Ale.  Drug  Dep.,  4, 
78 

Edwards,  G.,  Chandler,  J.  & Hensman,  C.  (1972)  Drinking  in  a London  suburb,  L,  Correlates  of  normal 
drinking.  Quart.  J.  Stud.  Ale.,  6,  69 

Egger  G.  & Champion,  R.  (1978)  Adolescent  drug  and  alcohol  use  in  New  South  Wales  1971  to  1977, 
Health  Commission  of  New  South  Wales,  Report  No.  78/3 

Errol  Committee  (1972)  Report  of  the  Departmental  Committee  on  Liquor  Licensing,  HMSO,  London 

Field,  P.B.  (1962)  A new  cross-cultural  study  of  drunkenness.  In:  Pittman,  D.J.  & Snyder,  C.R.,  ed.. 
Society,  culture  and  drinking  patterns,  New  York,  Wiley 

Fillmore,  K.M.  (1974)  Drinking  and  problem  drinking  in  early  adulthood  and  middle  age:  an  exploratory 
20  year  follow-up  study.  Quart.  J.  Stud.  Ale.,  35,  819 

Foulds,  G.A.  & Hassall,  C.  (1969)  The  significance  of  age  of  onset  of  excessive  drinking  in  male  alcoholics, 
Brit.  J.  Psychiat.,  115,  1027 

Frank,  H.,  Heil,  W.  & Leadolter,  1.  (1967)  The  liver  and  beer  consumption.  Munch,  med.  Wschr.,  109,  892 

Glad,  D.D.  (1947)  Attitudes  and  experiences  of  American-Jewish  and  American-Irish  male  youth  as 
related  to  differences  in  adult  rates  of  inebriety.  Quart.  ].  Stud.  Ale.,  8,  406 

Glatt,  M.M.  & Hills,  D.R.  (1968)  Alcohol  abuse  and  alcoholism  in  the  young,  Brit.  ].  Addict.,  63,  183 
Goodwin,  D.W.  (1979)  Alcoholism  and  heredity.  Arch.  gen.  Psychiat.,  36,  57 

Gross,  M.M.  (1977)  Psychobiological  contributions  to  the  alcohol  dependence  syndrome:  a selective 
review  of  recent  research.  In:  Edwards,  G.  et  al..  Alcohol-related  disabilities,  Geneva,  WHO  offset 
publication  No.  32 

Heath,  D.B.  (1958)  Drinking  patterns  of  the  Bolivian  Camba,  Quart.  J.  Stud.  Ale.,  19,  491 

Heath,  D.W.  (1975)  A critical  review  of  ethnographic  studies  of  alcohol  use.  In:  Gibbins,  R.J.,  Israel,  Y., 
Kalant,  H.,  Popham,  R.E.,  Schmidt,  W.  & Smart,  R.,  eds..  Research  advances  in  alcohol  and  drug  pro- 
blems, New  York,  Wiley 

Heath,  D.W.  (1967)  Anthropological  perspectives  on  alcohol:  an  historical  review.  In:  Everett,  M.W., 
Waddell,  J.O.  & Heath,  D.  B.,  eds..  Cross-cultural  approaches  to  the  study  of  alcohol:  an  interdisciplinary 
perspective.  The  Hague,  Mouton 

Heath,  D.B.  (1977)  A critical  review  of  the  “sociocultural  model"  of  alcohol  use.  Paper  prepared  for 
NIAAA  Conference  on  Normative  Approaches  to  Alcohol  Abuse  and  Alcoholism,  Coronado,  Calif., 
1977 


152 


Heath,  D.W.  (1978)  The  sociocultural  model  of  alcohol  use:  problems  and  prospect,  /.  Operat.  Psychiat., 
9,  55.  Also  reproduced  as  Working  Papers  on  Alcohol  and  Human  Behaviour  No.  4,  Department  of  An- 
thropology, Brown  University,  Providence,  RI,  USA,  with  an  addendum  comprising  a cumulative 
bibliography  of  relevant  works 

Hitz,  D.  (1973)  Drunken  sailors  and  others:  drinking  problems  in  specific  occupations.  Quart.  ].  Stud. 
Ale.,  34,  496 

Hoffman,  H.,  Loper,  R.G.  & Kammeier,  L.M.  (1974)  Identifying  future  alcoholics  with  MMPI  alcoholism 
scales.  Quart.  J.  Stud.  Ale.,  35,  490 

Hollander,  M.J.  & Macurdy,  E.A.  (1978)  Aleohol  and  drug  use  among  Vaneouver  Sunday  sehool 
students:  1970,  1974  and  1978,  Vancouver,  Alcohol  and  Drug  Commission 

Horton,  D.  (1943)  The  functions  of  alcohol  in  primitive  societies;  a cross-cultural  study.  Quart.  ].  Stud. 
Ale.,  4,  199 

Hudolin,  V.,  Milakovic,  I.  & Rugelj,  J.  (1972)  Aleoholism  in  soeialist  republies  of  Croatia,  Bosnia  and 
Herzegovina  and  Slovenia,  Zagreb,  Institute  for  Study  and  Control  of  Alcoholism  and  Addictions 

lessor,  R.,  Carman,  R.S.  & Crossman,  P.  (1978)  Expectations  for  need  satisfaction  and  patterns  of  alcohol 
use  in  college.  Quart.  ].  Stud.  Ale. 

lessor,  R.,  Craves,  T.D.,  Hanson,  R.C.  & lessor,  S.L.  (1968)  Soeiety,  personality  and  deviant  behavior:  a 
study  of  a tri-ethnie  eommunity.  New  York,  Holt 

lessor,  R.  & lessor,  S.L.  (1977)  Towards  a soeial-psyehologieal  perspeetive  on  the  prevention  of  aleohol 
abuse.  Paper  prepared  for  NIAAA  Conference  on  Normative  Approaches  to  Alcoholism  and  Alcohol 
Problems,  Coronado,  Calif.,  April  1977 

lessor,  R.  & Jessor,  S.L.  (1977a)  Problem  behavior  and  development  in  youth:  a soeial-psyehologieal 
study  over  time.  New  York,  Academic  press 

Kono,  H.,  Saito,  S.,  Shimada,  K.  & Nakagawa,  J.  (1977)  Drinking  habits  of  the  Japanese.  Aetual  drinking 
habits  and  problem  drinking  tendeneies,  Tokyo,  Leisure  Development  Center 

Laneet  (1979)  1,  24,  Bom  to  drink?  (Editorial) 

Landis,  C.  (1945)  Theories  of  the  alcoholic  personality.  In:  Yale  University  School  of  Alcohol  Studies, 
Aleohol,  seienee  and  soeiety,  New  Haven 

Lemere,  F.,  Maxwell,  M.A.  & OHollaren,  P.  (1956)  Sociological  survey  of  7828  private  patients  treated 
for  alcoholism,  J.  nerv.  ment.  Dis.,  123,  281 

Major,  L.F.  & Murphy,  D.L.  (1978)  Platelet  and  plasma  amine  oxidase  activity  in  alcoholic  individuals, 
Brit.  J.  Psyehiat.,  132,  548 

Makela,  K.  (1971)  Consumption  by  Finnish  problem  users  of  alcohol:  a preliminary  report.  Drinking  Drug 
Praetiees  Surveyor,  4,  1 

Mandelbaum,  D.C.  (1965)  Alcohol  and  culture.  Current  AnthropoL,  6,  281 

MacCregor,  B.  (1978)  Aleohol  eonsumption  in  Canada  - Some  preliminary  findings  of  a national  survey  in 
November-Deeember  1976,  Ottawa,  Health  and  Welfare,  Canada 

Mohan,  D.  & Sharma,  H.K.  (1978)  Profile  of  polieies  and  programmes  for  the  prevention  of  aleohol- 
related  problems,  typescript,  prepared  for  the  WHO  Project  on  Problems  of  Alcohol-related  Problems 


153 


Moss,  M.C.,  Davies,  E.B.  (1968)  A survey  of  alcoholism  in  an  English  county,  London,  Geigy 

Murphree,  H.B.  (1976)  Some  possible  origins  of  alcoholism.  In:  Filstead,  WJ.,  Rossi,  JJ.  & Keller,  M., 
ed..  Alcohol  and  alcohol  problems,  Lutheran  General  Hospital's  Symposium  on  Alcoholism  and  Alcohol 
Problems,  Park  Ridge,  111.,  1973,  Cambridge,  Mass.,  Ballinger 

Murray,  R.M.  (1975)  Alcoholism  and  employment,  /.  Ale.,  10,  1 

Murray,  R.M.  (1977)  Screening  and  early  detection  instruments  for  disabilities  related  to  alcohol  con- 
sumption. In:  Edwards,  G.  et  ah,  ed..  Alcohol-related  disabilities,  Geneva,  WHO  Offset  Publication  No. 
32,  p.89 

Naegele,  B.  (1979)  Prevalence  of  alcoholism  among  Canadian  women:  the  iceberg  phenomenon,  Ottawa, 
Health  and  Welfare,  Canada 

Nellis,  M.,  Coordinator  (1978)  Final  report  on  drugs,  alcohol  and  women's  health:  an  alliance  of  regional 
coalitions,  Washington,  National  Research  and  Communications  Associates,  Inc. 

Ntsekhe,  V.R.  (1972)  Problems  of  alcohol  and  drug  dependence  in  the  Republic  of  Zambia,  working  docu- 
ment DRD/SEM/72.17  for  the  WHO  Inter-regional  Seminar  for  National  Programmes  on  Problems  of 
Alcohol  and  Drug  Dependence,  1972 

Orford,  J.F.  (1972)  Personality  factors  in  alcoholism:  a psychological  approach.  Update,  June,  1371 

Partington,  J.T.  & Johnson,  F.G.  (1969)  Personality  types  among  alcoholics.  Quart,  ].  Stud.  Ale.,  30,  21 

Plant,  M.A.  (1976)  Occupation  and  alcoholism:  cause  and  effect?  A controlled  study  of  recruits  to  the 
drink  trade.  Paper  presented  at  the  3rd  International  Conference  on  Alcoholism  and  Drug  Dependence, 
Liverpool,  1976 

Plant,  M.A.  (1977)  Alcoholism  and  occupation:  a review,  Brit.  J.  Addict.,  72,  309 

Plaut,  T.F.A.  (1967)  Alcohol  problems:  a report  to  the  nation.  New  York,  Oxford  University  Press 

Pool,  J.S.  (1978)  An  assessment  of  the  visibility  of  phase  2B  of  the  Dialogue  on  Drinking  campaign,  Ot- 
tawa, Health  and  Welfare,  Canada 

Rachal,  J.V.,  Williams,  J.K.,  Brehm,  M.L.,  Cavanaugh,  B.,  Moore,  R.P.  & Eckerman,  W.C.  (1975)  A na- 
tional study  of  adolescent  drinking  behavior,  attitudes  and  correlates.  Rep.  No.  PB-246-002,  prepared  for 
US  National  Institute  on  Alcohol  Abuse  and  Alcoholism 

Ratanakom,  P.  (1978)  Policies  and  programmes  for  the  prevention  of  alcohol-related  problems:  Thailand, 
prepared  for  WHO  Project  on  Prevention  of  Alcohol-related  Disabilities 

Robinson,  D.  (1976)  From  drinking  to  alcoholism:  a sociological  commentary,  London,  Wiley 

Room,  R.  (1977)  Measurement  and  distribution  of  drinking  patterns  and  problems  in  general  populations. 

In:  Edwards,  G.  et  al.,  ed..  Alcohol-related  disabilities,  Geneva,  WHO  Offset  Publication  No.  32 

\ 

Rootman,  1.  (1977)  Epidemiological  aspects  of  drug  dependence.  Paper  presented  to  Addiction  Training 
Program,  National  Parole  Service  of  Ottawa,  November  1977 

San  Mateo  County  Department  of  Public  Health  and  Welfare  (1977)  1975  Summary  report  — surveys  of 
student  drug  use,  San  Mateo  Country,  California 

Satkunanagayam,  D.E.  (1978)  Policy  and  programmes  for  prevention  of  alcohol-related  problems  in  Sri 
Lanka,  typescript,  prepared  for  WHO  Project  on  Prevention  of  Alcohol-related  Disabilities 


154 


Sclare,  A.B.  (1975)  The  woman  alcoholic,  /.  Ale.,  10,  134 

Shields,  J.  (1977)  Genetics  and  alcoholism.  In:  Edwards,  G.  & Grant,  M.,  ed..  Alcoholism.  New 
knowledge  and  new  responses,  London,  Groom  Helm,  chapter  8,  p.ll7 

Smart,  R.G.  (1976)  The  new  drinkers:  teenage  use  and  abuse  of  alcohol,  Toronto,  Addiction  Research 
Foundation  Programi,  Report  Series  No.  4 

Stein,  K.B.,  Rozynko,  V.  & Pugh,  L.A.  (1971)  The  heterogeneity  of  personality  among  alcoholics,  Brit.  ]. 
soc.  din,  Psychol,  10,  253 

Straus,  R.  (1977)  Discussion  of  Dwight  B.  Heath's  "a  Critical  review  of  the  sociocultural  model  of  alcohol 
use".  Paper  prepared  for  the  NIAAA  Conference  on  Normative  Approaches  to  Alcohol  Abuse  and 
Alcoholism,  Coronado,  Calif.,  1977 

Sutherland,  E.H.,  Schroeder,  H.G.  & Tordella,  C.L.  (1950)  Personality  traits  and  the  alcoholic.  Quart.  ]. 
Stud.  Ale.,  20,  504 

Swi^cicki,  A.  (1975)  Niektdre  problemy  alkoholizmu  wsrdd  mlbdziezy  (Some  alcoholism  problems  among 
young  people),  Warsaw,  Wybrane  zagadnienie  patologii  spol6cznej,  Rozdial  4,  p.  85 

Syme,  L.  (1957)  Personality  characteristics  and  the  alcoholic.  Quart.  J.  Stud.  Ale.,  18,  288 

UK  Working  Group  on  Discipline  in  the  Fishing  Industry  (1975)  Report.  Chapter  5.  The  problem  of  drink, 
London,  HMSO 

US  Department  of  Health,  Education  and  Welfare  (1978)  Alcohol  and  health,  third  special  report  to  the  US 
Congress,  Rockville,  Md.,  NIAAA 

Walton,  H.J.  (1968)  Personality  as  a determinant  of  the  form  of  alcoholism,  Brit.  J.  Psychiat.,  114,  761 

Whitehead,  P.C.  (1977)  Alcohol  and  young  drivers:  impact  and  implications  of  lowering  the  drinking  age, 
Ottawa,  Health  and  Welfare,  Canada 

von  Wiegand,  R.A.  (1972)  Alcoholism  in  industry  (USA),  Brit.  ].  Addict.,  67,  181 

Wijesinghe,  C.P.,  Dissanayake,  S.A.W.  & Dassanayake,  P.V.L.N.  (1978)  Survey  of  psychiatric  morbidity 
in  a semi-urban  population  in  Sri  Lanka,  Acta  psychiat.  Scand.,  58  (5),  413 

Wilkinson,  R.  (1970)  The  prevention  of  drinking  problems.  Alcohol  control  and  cultural  influences.  New 
York,  Oxford  University  Press 

Wilsnack,  S.C.  (1978)  Prevention  of  alcohol  problems  in  women:  current  status  and  research  needs.  Paper 
presented  at  NIAAA  Workship  on  Alcoholism  and  Alcohol  Abuse  among  Women,  Georgia,  USA,  1978 


References  to  Table  12 

Ahlstrom-Laakso,  S.  (1975)  Changing  drinking  habits  among  Finnish  youth.  Paper  presented  at  the  31st 
International  Congress  of  Alcoholism  and  Drug  Dependence,  Bangkok,  1975.  Report  from  the  Social 
Research  Institute  of  Alcohol  Studies,  Helsinki,  No.  81 

Alcool  ou  Sante  (1977)  143,  (4),  24.  Les  consommations  de  boissons  par  les  jeunes  (Consumption  of 
beverages  by  young  people) 

Asimi,  A.A.D.  (1971)  Teenage  drinking  behaviour:  report  of  a survey  in  Northwestern  Ontario,  Lakehead 
University,  Thunder  Bay 


155 


Australia,  Commonwealth.  Senate  Standing  Committee  on  Social  Welfare  (1977)  Drug  problems  in 
Australia  - an  intoxicated  society?  Canberra,  Australian  Government  Publication 

Bacon,  M.  & Jones,  M.B.  (1968)  Teenage  drinking,  New  York,  Crowell 

Bakal,  D.A.,  Campbell,  D.  & Rootman,  I.  (1976)  Drug  use  in  rural  Alberta,  1976,  Ottawa  Health  and 
Welfare,  Canada 

Barnes,  G.M.  & Russell,  M.  (1978)  Drinking  patterns  in  Western  New  York  State,  /.  Stud.  Ale.,  39,  1148 

Battegay,  R.,  Miihlemann,  R.,  Zehnder,  R.  & Dillinger,  A.  (1975)  Konsumverhalten  einer  reprasentativen 
Stichprobe  von  4082  gesunden  20  jahrigen  Schweizer  Mannern  in  bezug  auf  Alkohol,  Drogen  und 
Rauchwaren  (Consumption  of  alcohol  and  drugs  and  smoking  among  a representative  sample  of  4082 
healthy  20-year-old  Swiss  males),  Schweiz,  med.  Wschr.,  105,  180 

Bell,  D.S.,  Champion,  R.A.  & Rowe,  A.J.E.  (1975)  Monitoring  drug  use  in  New  South  Wales  1971-1973, 
Sydney,  Health  Commission  of  New  South  Wales 

Blane,  H.T.  & Hewitt,  L.E.  (1976)  Alcohol  and  youth:  an  analysis  of  the  literature.  Mimeograph.  Prepared 
for  the  US  National  Institute  of  Alcohol  Abuse  and  Alcoholism 

Bruun,  K.  (1965)  The  drinking  habits  of  18-year-old  males  in  the  Northern  capitals,  1960  and  1964, 
Alkoholpolitik,  28,  208 

Bruun,  K.  & Hauge,  R.  (1963)  Drinking  habits  among  Northern  youth;  a cross-national  study  of  male 
teenage  drinking  in  Northern  capitals,  Helsinki  (Finnish  Foundation  for  Alcohol  Studies  Vol.  12) 

Cahalan,  D.  & Room,  R.  (1974)  Problem  drinking  among  American  men.  New  Brunswick,  NJ  (Rutgers 
Center  of  Alcohol  Studies,  Monograph  No.  7) 

Colombia.  Ministerio  de  Salud.  Division  de  Salud  Mental  (1976)  Consumo  de  drogas  en  estudiantes  secun- 
darios  de  Bogota  (Consumption  of  drugs  by  secondary  school  pupils  in  Bogota) 

Cutler,  R.  & Storm,  T.  (1973)  Drinking  practices  in  three  British  Columbia  cities,  II.  Student  survey. 
Alcoholism  Foundation  of  British  Columbia,  Vancouver 

Davidson,  F.,  Choquet,  M.  & Depagne,  M.  (1974)  Les  lyceens  devant  la  drogue  et  les  autres  produits  phar- 
maceutiques  (Secondary  school  pupils,  drugs  and  other  pharmaceutical  products),  Paris,  Institut  national 
de  la  Sante  et  de  la  Recherche  medicale 

Davies,  J.  & Stacey,  B.  (1972)  Teenagers  and  alcohol.  A developmental  study  in  Glasgow,  London, 
HMSO,  vol.  II 

Egger,  G.  & Champion,  R.  (1978)  Adolescent  drug  and  alcohol  use  in  New  South  Wales  1971  to  1977, 
Health  Commission  of  New  South  Wales,  Report  No.  78/3 

Egger,  G.,  Parker,  R.  & Trebilco,  P.  (1975)  Adolescents  and  alcoholism  in  New  South  Wales,  Sydney, 
New  South  Wales  Health  Education  Advisory  Council 

Fillmore,  K.M.  (1974)  Drinking  and  problem  drinking  in  early  adulthood  and  middle  age:  an  exploratory 
20-year  follow-up  study.  Quart.  ].  Stud.  Ale.,  35,  819 

Gillies,  M.,  Goodstadt,  M.  & Smart,  R.  (1975)  The  social  policy  and  alcohol  use  survey,  unpublished 
report.  Addiction  Research  Foundation  of  Ontario 

Glatt,  M.M.  & Hills,  D.R.  (1968)  Alcohol  abuse  and  alcoholism  in  the  young,  Brit.  ].  Addict.,  63,  183 


156 


Hawker,  A.  (1977)  Drinking  patterns  of  young  people.  In:  Madden,  J.S.,  Walker,  R.  & Kenyon,  W.H., 
ed..  Alcoholism  and  drug  dependence,  a multi  disciplinary  approach,  New  York  & London,  Plenum,  pp. 
95-104 

Haworth,  A.  & Mwanalushi,  M.  (1976)  A study  of  community  response  to  alcohol-related  problems  in 
Zambia:  a research  proposal,  roneographed  document.  University  of  Zambia 

Hollander,  M.J.  & Macurdy,  E.A.  (1978)  Alcohol  and  drug  use  among  Vancouver  secondary  school 
students:  1970,  1974  and  1978,  Vancouver,  Alcohol  and  Drug  Commission 

Irwin,  R.P.  (1976)  Drug  education  programs  and  the  adolescent  in  the  drug  phenomena  problem, 
Canberra,  Australian  National  University  Department  of  Sociology,  Drug  Education  Project 

Killorn,  L.H.  (1977)  Chemical  use  among  high  school  students  on  Prince  Edward  Island,  Ottawa,  Health 
and  Welfare,  Canada 

McKechnie,  R.J.,  Cameron,  D.,  Cameron,  I. A.  & Drewery,  J.  (1977)  Teenage  drinking  in  South  West 
Scotland,  Brit.  ].  Addict.,  72,  287 

Marden,  P.,  Zylman,  R.,  Fillmore,  K.M.  & Bacon,  S.D.  (1976)  Comment  on  "National  study  of  drinking 
behaviour,  attitudes  and  correlates",  /.  Stud.  Ale.,  37,  1346 

Mohan,  D.,  Prabhakar,  A.K.  & Sharma,  P.N.  (1977)  Prevalence  and  pattern  of  drug  abuse  among  Delhi 
University  students,  Ind.  ].  med.  Res.,  66,  627 

Mohan,  D.,  Thomas,  M.G.  & Prabhu,  G.G.  (1978)  Prevalence  of  drug  abuse  in  high  school  population, 
Ind.  J.  Psychiat.,  20,  20 

Mosher.  J.F.  (1977)  The  prohibition  of  youthful  drinking:  a need  for  reform,  offset  document.  Social 
Research  Group,  School  of  Public  Health,  University  of  Berkeley,  California 

Muller,  R.  (1979)  Gesamtschweizerische  Reprdsentativuntersuchung  ilber  den  Alkohol  - und  Tabakkon- 
sum  der  Schuler  des  6.,  7.  und  8.  Schuljahres  (1978),  1.  Teil  (Investigation  of  alcohol  and  tobacco  con- 
sumption by  pupils  in  6th,  7th  and  8th  school  year,  Swiss  representative  sample  (1978),  Part  1),  Lausanne, 
Research  Department,  SFA/ISPA,  Document  No.  2/1979 

O'Donnell,  J.A.,  Voss,  H.L.,  Clayton,  R.R.,  Slatin,  G.T.  & Room,  R.G.W.  (1976)  Young  men  and  drugs 
— a nationwide  survey,  Rockville,  Md.  (NIDA  Research  Monograph  5) 

Orford,  J.  & Postoyan,  S.  (1970)  Drinking  behaviour  and  its  determinants  amongst  University  students  in 
London.  Paper  presented  at  3rd  International  Conference  on  Alcoholism  and  Addictions,  Cardiff,  Wales 

Orford,  J.,  Waller,  S.  & Peto,  ].  (1974)  Drinking  behaviour  and  attitudes  and  their  correlates  among 
University  students  in  England,  Quart.  ].  Stud.  Ale.,  35,  1316 

Rachal,  J.V.,  Williams,  J.R.,  Brehm,  M.L.,  Cavanaugh,  B.,  Moore,  R.P.  & Eckerman,  W.C.  (1975)  A na- 
tional study  of  adolescent  drinking  behavior,  attitudes  and  correlates.  Rep.  No.  PB-246-002  prepared  for 
US  National  Institute  on  Alcohol  Abuse  and  Alcoholism 

San  Mateo  County  Department  of  Public  Health  and  Welfare  (1977)  1977  summary  report  - surveys  of 
student  drug  use,  San  Mateo  County,  California,  (reported  in  Mosher,  1977) 

Sargent,  M.J.  (1971)  Attitudes  and  behavior  towards  alcohol  and  drugs  in  Australian,  Jewish,  Chinese  and 
Japanese  people.  In:  Kiloh,  L.G.  & Bell,  D.S.,  ed..  Alcoholism  and  drug  dependence,  Proc.  29th  Interna- 
tional Congress  on  Alcohol  and  Drug  Dependence,  Sydney,  1970,  Australia,  Butterworths 

Sethi,  B.B.  & Manchanda,  R.  (1978)  Pattern  of  drug  abuse  among  male  students,  Ind.  J.  Psychiat.,  20,  166 


157 


Smart,  R.G.  & Fejer,  D.  (1974)  Trends  in  drug  use  among  metropolitan  Toronto  high  school  students: 
1968-1974,  Addiction  Research  Foundation 

Smart,  R.G.,  Goodstadt,  M.S.  & Sone,  l.J.  (1977)  Alcohol  and  drug  use  among  Ontario  students  in  1977, 
Toronto,  Addiction  Research  Foundation 

Social  Research  Group,  School  of  Public  Health,  University  of  California,  Berkeley  (1973)  (reported  in 
Mosher,  1977) 

Stegen,  G.  (1959)  Consumo  de  bebidas  alcoholicas  en  la  poblacion  infantil  (Consumption  of  alcohol 
beverages  by  children).  Rev.  chil.  pediat.,  30,  53 

Straus,  R.  & Bacon,  S.D.  (1953)  Drinking  in  college,  New  Haven,  Yale 

Swie<;icki,  A.  (1975)  Niektore  problemy  alkoholizmu  wsrod  mVodziezy  (some  problems  of  alcoholism 
among  young  people),  Wybrane  zagadnienia  patologii  spolbcnej,  Warsaw,  Gus,  Rozdzial  4,  p.85 

Tani,  N.,  Haga,  H.,  Horii,  T.,  Fukui,  K.  & Kato,  N.  (1978)  A survey  of  concern  for  drinking  and 
alcoholics.  4th  report:  senior  high  school  students,  Japan  J.  Stud.  Alcohol,  13,  135 

Wechsler,  H.,  Demone,  H.W.  & Gottieb,  N.  (1978)  Drinking  patterns  of  Greater  Boston  adults,  ].  Stud. 
Ale.,  39,  1158 

Weidmann,  M.  et  al.  (1973)  Drogengebrauch  von  Basler  Schiilern  - ein  Beitrag  zur  Epidemiologie  (Drug 
use  by  Basle  schoolchildren  - an  epidemiological  study),  Schweiz,  med.  Wschr.,  103,  121 

White,  ].,  Fallis,  A.  & Pickett,  E.  (1978)  An  investigation  into  the  effects  of  alcohol  use  in  Ontario  schools, 
Toronto,  Ministry  of  Education 

Wiithrich,  P.  & Hausheer,  H.  (1977)  Der  schweizerische  Alkoholkonsum  (Alcohol  consumption  amongst 
the  Swiss)  Lausanne,  Arbeitsberichte  der  Forschungsabteilung  No.  1,  Schweizerische  Fachstelle  fiir 
Alkoholprobleme 


158 


6. 


SOCIOCULTURAL  AND  ECONOMIC  CHANGE  IN 
RELATION  TO  ALCOHOL  PROBLEMS' 


6.1  Acculturation,  De-culturation  and  Alcohol  Use 

In  several  parts  of  the  world  introduction  to  alcoholic  beverages  was  part  of  a first 
confrontation  with  an  alien  culture.  Alcohol  was  widely  used  initially  to  establish  friendly  rela- 
tions and  trade  and  became  an  increasingly  powerful  weapon  in  subjugating  populations  to 
traders,  colonial  powers  and  often  to  local  leaders  themselves.  Reports  of  sudden  massive  in- 
creases in  alcohol-related  problems  among  these  populations  abound,  but  not  all  are  well  found- 
ed nor  do  they  necessarily  provide  a sound  basis  for  generalization.  However,  in  many  areas  the 
situation  became  sufficiently  alarming  to  trigger  off  efforts  at  countermeasures.  In  some  cases 
these  were  pursued  by  groups  from  an  alien  culture,  such  as  missionaries  or  representatives  of 
judicial  administrative  authorities,  in  other  cases  the  matter  was  taken  in  hand  by  the  local  com- 
munity itself. 

In  certain  areas  strong  measures  were  instituted  that  discriminated  between  the  local 
population  — viewed  as  being  unable  to  control  their  behaviour  under  the  influence  of  alcohol 
— and  the  colonial  or  other  power  in  authority.  In  a swing  back  of  the  pendulum,  many  of  these 
controls  were  suddenly  removed,  with  the  result  quite  frequently  of  another  large  increase  in 
availability  of  alcohol  to  the  indigenous  groups  often  with  an  additional  aura  as  a status  symbol, 
increase  in  related  problems  and  a resurgence  of  concern.  The  situation  is  now  complicated  by 
the  rapid  march  of  the  processes  of  "modernization",  which  entail  greater  ease  and  volume  of 
production  and  distribution  of  alcohol  beverages,  the  spread  of  a cash  economy  that  simplifies 
the  acquisition  of  alcohol,  and  changes  in  living  and  working  conditions  that  are  apt  to  alter 
drinking  patterns. 

Modernization  may  imply  decay  in  religious,  legal  and  social  controls  along  with 
increase  in  communications  and  strengthening  of  both  the  awareness  and  the  impact  of  different 
cultural  patterns.  Many  societies  have  traditionally  made  use  of  home-brewed  beverages  for 
celebrational  or  ritualistic  purposes.  Because  of  their  low  alcohol  content,  and  the  well  integrated 
cultural  context  in  which  they  are  usually  consumed,  the  use  of  these  beverages  is  believed  to  be 
exempt  from  high  degrees  of  physical,  psychological  or  social  ill  effects.  Heath  (1975)  in  his  ex- 
tensive review  of  the  anthropological  literature,  gives  account  of  a number  of  ethnographic 
reports  supporting  this  view.  A frequently  observed  result  of  socioeconomic  change  has  been  a 
progressive  substitution  of  industrial  liquor  for  these  traditional  beverages.  Not  only  is  there  a 
switch  towards  distilled  preparations  with  higher  ethanol  content,  but  also  a rather  profound 
alteration  in  the  cultural  norms  and  customs  which  regulate  alcohol  drinking  in  general.  In 
societies  undergoing  a change  towards  a cash  economy,  growing  consumerism  may  quickly  turn 
commercially  produced  alcohol  into  a coveted  luxury  item.  It  became  a status  symbol  which 


1 This  section  is  a considerably  enlarged  and  amended  version  of  the  draft  originally  prepared  by  Dr  J.C.  Negrete, 
Associate  Director,  Department  of  Psychiatry,  McGill  University,  Montreal,  Canada 
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enhances  the  social  image  of  its  users.  Thus,  ceremonial,  ritualistic,  condimentary  and  alimen- 
tary drinking  customs,  often  believed  to  represent  "healthier"  patterns  of  alcohol  use,  are  replac- 
ed by  more  "problematic",  utilitarian  and  culture-alien  drinking  habits  (Blacker,  1966). 

Socioeconomic  development  is  usually  accompanied  by  a process  of  social  stratification 
on  the  basis  of  education,  occupation  and  income.  The  new  economic  order  promotes  class  dif- 
ferentiation and  there  tends  to  be  an  active  effort  on  the  part  of  those  moving  upwards  to  adopt 
life  styles  and  social  symbols  which  would  help  them  to  establish  their  new  class  identity.  Drink- 
ing alcoholic  beverages  instead  of  using  other  traditional  drugs  represents  one  such  class- 
associated  behaviour  which  is  developing  in  several  countries. 

Careful  study  of  these  occurrences  in  a variety  of  populations  should  lead  to  proposals 
for  preventive  action  in  the  many  parts  of  the  world  where  the  side  effects  of  "modernization"  are 
increasingly  causing  concern. 

No  detailed  review  of  these  matters  has  yet  been  carried  out,  but  such  an  activity 
could  be  considered  an  important  task  that  might  well  be  coordinated  by  WHO  as  a follow-up  to 
the  present  review.  As  an  initial  step,  some  examples  are  given  from  the  literature  of  the  changing 
trends  in  alcohol  problems  associated  with  sociocultural  and  economic  change.  It  again  becomes 
apparent  that  no  sweeping  generalizations  can  be  made  and  that  there  is  need  for  a careful 
scrutiny  of  the  processes  of  change  within  the  local  context. 

North  America  and  Greenland 

The  best  documented  studies  concern  the  Native  American  populations.  Thus,  in  his 
review  of  liquor  legislation  and  native  Americans,  Mosher  (1975)  points  out  that,  with  few  ex- 
ceptions, North  American  native  cultures  had  no  experience  of  alcoholic  beverages  prior  to  their 
contacts  with  European  explorers.  Alcohol  was  at  first  rejected,  but  its  use  was  strongly  pro- 
moted for  trade  purposes  and  by  the  early  1800s  liquor  was  the  main  means  of  barter  with  the 
Indian  tribes.  An  image  developed  of  a drink-sodden  and  violent  population  and  the  degenera- 
tion of  the  Indians  was  ascribed  mainly  to  the  effects  of  alcohol.  As  Winkler  (1978)  notes,  the 
Native  Americans  learnt  to  drink  first  from  the  early  traders  moving  West,  many  of  them  social 
outcasts  and  notoriously  heavy  drinkers.  Later,  regular  distribution  of  alcohol  was  a means  of 
maintaining  Indian  loyalties  in  the  power  struggle  between  the  Dutch,  English  and  French  for 
control  of  North  America.  Dailey  (1968)  cites  horrendous  pictures  of  drinking  parties  among  the 
tribes  and  resulting  fatal  accidents,  maiming  and  murdering,  immorality,  family  breakdown  and 
hunger,  as  reported  by  the  French  Jesuits  (Thwaites,  1896).  However,  as  Dailey  points  out,  much 
of  this  type  of  behaviour  was  prevalent  before  the  introduction  of  alcohol.  Long  bouts  of  heavy 
eating,  where  all  the  available  food  had  to  be  finished,  were  customary  before  alcohol  was  added 
to  the  feast.  Physical  violence,  including  murder,  was  often  set  off  by  dreams  considered  to  be  of 
supernatural  origin,  and  the  visions  and  desires  of  the  intoxicated  came  under  the  same  heading. 
Gambling  and  torture  were  known  before  liquor  came  on  the  scene.  Dailey  concludes  that 
although  alcohol  may  have  intensified  certain  forms  of  behaviour,  it  did  not  create  new  ones,  ex- 
cept the  search  for  alcohol,  that  led  to  seeking  greater  contact  with  the  white  man,  dependency 
on  him  for  its  supply  and  resulting  economic  penury.  Federal  prohibition  for  Indians  ended  in 
1953  and  tribes  were  given  back  authority  to  deal  with  drinking  on  the  reservations.  However, 
such  authority  is  ignored  when  it  comes  up  against  State  laws  on  public  drunkenness  or  man- 
datory treatment. 

Mosher  (1975)  emphasizes  that  the  tribes  learnt  drinking  habits  from  the  whites  in  the 
context  of  their  own  values  and  experiences  and  the  resulting  patterns  of  drinking  and  attitudes 
to  drunkenness  and  violence  after  drinking  vary  considerably  between  Indian  groups.  Stratton  et 
al.  (1978)  have  shown  that  there  may  be  big  differences  between  tribes  regarding  the  prevalence 
of  alcohol  problems,  which  may  reflect  differences  in  culture,  history  and  settlement.  In 
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Oklahoma,  rates  for  alcohol-related  deaths,  for  instance,  ranged  from  six  per  100  000  population 
for  Indians  in  the  Cherokee  area  to  294  in  the  Cheyenne-Arapaho  area  (four-year  average, 
1972-1975).  The  tribes  with  a hunting-gathering  tradition  appeared  to  have  more  alcohol  pro- 
blems than  those  with  an  agricultural  tradition  where  communal  values  and  ceremonies  were  em- 
phasized and  where  political  and  social  controls  to  regulate  alcohol  use  have  tended  to  develop. 

A cultural  group  in  Canada,  that  has  only  recently  moved  into  a wage-earning  life  style 
(Naskapi  Indians  of  Quebec),  has  adopted  the  purchase  of  commercial  beer  in  large  quantities  as 
the  new  prestige  symbol  in  the  community.  Robbins  (1973)  interprets  the  economic  factor  as  be- 
ing one  of  the  main  determinants  in  the  Naskapi's  status-seeking  heavy  beer  consumption.  The 
males  in  this  group  have  traditionally  been  able  to  gain  social  prestige  by  being  successful  in  hun- 
ting and  trophy-gathering  expeditions;  earning  a wage  renders  these  pursuits  unnecessary,  and 
the  purchase  of  consumer  goods  becomes  the  new  parameter  of  social  success  among  them. 

Recent  studies  of  North  American  Indians  tend  to  suggest  that  in  the  societies  where 
acculturation  disrupted  social  controls,  those  with  little  access  to  economic  opportunities  have 
greater  drinking  problems  than  those  with  greater  access  to  opportunities  (Price,  1975).  Jilek-Aall 
(1974)  in  his  description  of  the  Coast  Salish  Indians  in  British  Columbia  contends  that  those 
whose  ethnic  identity  is  secure  and  anchored  in  a traditional  way  of  life  (logging,  hunting, 
fishing)  drink  for  pleasure  and  at  festivities  but  remain  abstinent  on  working  days.  Drinking  is  in- 
tegrated into  "potlach"  festivities  in  a conscious  effort  to  preserve  Indian  identity. 

Explosive  increase  in  alcohol  problems  has  occurred  in  several  North  American 
Communities.  In  a summary  of  alcohol  problems  in  Canada  (Canada,  Health  and  Welfare,  1976) 
it  is  stated  that  "health  problems  associated  with  the  use  of  alcohol  are  enormous  among  the 
native  peoples.  Heavy  drinking  is  described  by  the  union  of  British  Columbia  Indian  Chiefs  as 
epidemic  in  proportion.  It  has  been  estimated  that  the  life  expectancy  of  native  heavy  drinkers  is 
30  to  40  years  less  than  the  national  average"  (Canada,  Provincial  Native  Alcohol  Committee, 
1974).  Lobban  (1971)  refers  to  the  indigenous  population  of  Inuvik,  Canada,  who  "moved 
through  about  250  years'  development  in  10  years"  and  states  that  they  are  unable  to  cope  with 
the  alcohol  introduced  by  a newly  developed  community  of  whites.  Molinari  (1976)  calls 
alcoholism  "Alaska's  major  health  and  social  problem"  which  has  recently  increased  with  the 
trans  Alaska  pipeline  project.  Kelso  (1978)  states  that  "From  the  person  on  the  street,  to  mer- 
chants and  city  councils,  to  the  most  specialized  of  government  and  health  officials  - everyone 
seems  to  agree  that  alcoholism  and  alcohol  abuse  contribute  the  greatest  human  problem  facing 
the  State".  Kelso  points  out  that  despite  widespread  concern,  there  had  been  no  basis  for  a proper 
understanding  of  the  situation  until  the  Analysis  of  Alcohol  Programs  Research  Project  was  set 
up  in  1975.  A summary  of  findings  shows  that  annual  per  capita  alcohol  consumption  (in  terms 
of  100%  ethanol)  was  57%  higher  in  Alaska  in  1975  than  in  the  USA  as  a whole  and  that  the  rate 
of  increase  in  Alaska  is  about  double  that  in  the  USA.  The  alcoholism  mortality  rate  in  Alaska 
was  418%  greater  than  the  national  average  in  1975,  60%  of  the  alcoholism  deaths  and  25%  of 
liver  cirrhosis  mortality  being  accounted  for  by  Natives,  who  comprise  only  17%  of  the  popula- 
tion. In  the  Municipality  of  Anchorage,  a one-month  sample  study  showed  that  58%  of  adult  ar- 
rests for  all  offences  were  alcohol-related;  in  a rural  jurisdiction  the  rate  was  80%. 

Mosher  (1975)  concludes  from  his  study  that  the  serious  individual  and  social  problems 
associated  with  alcohol  consumption  among  North  American  Indians  "point  to  the  results  of  cen- 
turies of  oppression  of  Indian  cultures  and  tribal  autonomy  and  the  lack  of  meaningful  cultural 
alternatives".  He  refers  to  the  lack  of  success  of  attempts  through  state  and  federal  legislation  to 
regulate  Indian  drinking,  and  indeed,  as  he  points  out,  it  is  doubtful  whether  Indian  health  was 
the  purpose  of  such  enactments.  Moreover,  Mosher  implies  that  federally  funded  programmes 
under  Indian  leadership  may  fail  unless  political  and  social  constraints  on  Native  American 
culture  are  alleviated.  Similar  observations  have  been  made  by  other  writers  and  attention  has 
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been  drawn  to  the  need  for  regulation  of  Indian  drinking  as  part  of  an  organized  attempt  by 
tribal  members  to  regain  group  identity  and  autonomy.  This  is  being  done  in  some  areas.  Jilek- 
Aall  (1974)  refers  to  All-Indian  AA  groups,  grounded  in  Indian  traditions  and  concerned  with 
Indian-white  relations,  relying  on  a self-healing  process  that  finds  value  within  the  traditional 
concepts.  There  are  reports  of  Indian  communities  voting  themselves  dry  and  of  the  action  of 
tribal  councils  and  of  nativist  and  radical  Indian  movements. 

A similar  pattern  of  introduction  of  alcohol  in  the  17th  century  by  traders,  followed 
by  heavy  drinking,  partial  prohibition  (rationing)  in  1929,  based  on  social  status,  repeal,  and 
resurgence  of  alcohol  problems  has  been  observed  in  Greenland  (Clemmesen,  1958;  Sdlling, 
1974).  As  has  been  seen  in  other  situations,  the  colonial  inhabitants  residing  in  Greenland  tended 
to  have  patterns  of  heavier  drinking  than  those  in  the  home  country.  Sdlling  (1973)  notes  that  the 
permanently  settled  Danes  consume  40%  more  than  the  Eskimos  who  in  turn  consume  40% 
more  than  the  Danes  in  Denmark.  Along  with  rapid  increases  in  total  alcohol  consumption  there 
have  been  notable  changes  in  the  type  of  beverage  preferred.  The  per  capita  consumption  of  Im- 
iak  (native  home-brewed  beer)  declined  by  more  than  90%  between  1952  and  1973  (in  terms  of 
100%  ethanol)  whereas  that  of  commercial  beverages  increased  by  more  than  600%  over  the 
same  period  (Sdlling,  1974).  A survey  in  1970  of  2000  urban  residents  over  14  years  of  age  show- 
ed that  10%  of  families  had  a drinking  problem. 

Latin  America 

In  some  of  the  Latin  American  countries,  drinking  and  drunkenness  have  long  been 
known.  Calderon  (1968)  for  example  refers  to  the  use  of  pulque,  a fermented  drink  from  the 
maguey  plant,  and  its  well  known  depredations  in  Pre-Hispanic  times.  Although  it  was  recogniz- 
ed that  those  bom  under  the  appropriate  sign  would  be  prone  to  the  disorder,  harsh  punishments 
were  meted  out  for  drunkenness,  going  as  far  as  death  for  those  in  high  position.  Such  punish- 
ment was  abolished  with  the  arrival  of  the  Spaniards  and  this  led  to  a considerable  increase  in 
alcoholism  among  the  native  inhabitants.  Heavy  drinking  continues  to  be  widely  prevalent  in 
both  rural  and  urban  areas,  though  in  the  latter  there  is  a tendency  for  alien  drinking  patterns 
and  types  of  drink  to  be  increasingly  adopted,  especially  among  the  higher  social  and  educational 
groups.  In  Venezuela,  similar  problems  of  widespread  heavy  consumption  and  increasing  accep- 
tance of  alien  drinking  patterns  are  compounded  by  the  very  rapid  trend  towards  "moderniza- 
tion" that  is  accentuated  by  new  sources  of  oil  wealth.  As  noted  earlier,  enormous  quantities  of 
alcoholic  beverages  are  being  imported  on  the  instigation  of  countries  wishing  to  establish  a trade 
balance  permitting  them  to  buy  Venezuelan  petrol  (Millan  et  al.,  1978).  In  some  areas  there  is  a 
trend  towards  replacement  of  traditional  drugs  by  alcohol.  An  example  can  be  found  in  Pemvian 
and  Bolivian  societies,  where  the  chewing  of  coca  leaves  is  abandoned  in  favour  of  the  drinking 
of  alcoholic  beverages  when  the  individuals  climb  the  social  ladder  and  move  into  more 
prestigious  positions  in  the  community.  Coca  chewing  is  a habit  that  most  people  identify  with 
the  uneducated  peasants  of  the  high  mountains  who  are  placed  at  the  bottom  of  the  social  scale. 
Alcohol  drinking,  on  the  other  hand,  particularly  that  of  imported  spirits,  is  an  item  of  high 
social  prestige  in  Bolivia  and  Peru  (Negrete,  1978).  The  process  may,  of  course,  go  in  the  other 
direction,  for  reasons  of  changing  availability,  social  conditions  and  fashions  of  use  of  alcohol 
compared  with  other  drugs  (see,  for  example,  Goodwin  et  al.,  1975). 

Western  Pacific 

There  have  been  similar  histories  of  the  sudden  impact  of  alcohol  on  societies  in  a state 
of  rapid  transition  in  some  other  parts  of  the  world,  although  the  situations  are  less  well 
documented  than  for  North  America.  In  Australia,  for  example,  the  Aborigines  were  introduced 
to  alcohol  by  European  settlers  about  200  years  ago.  In  1971,  Rankin  noted  that  the  Aborigines 
were  mostly  living  on  reserves  where  liquor  was  either  prohibited  or  rigidly  controlled,  or  they 
lived  on  the  fringes  of  Western  Society.  Kamien  (1975)  describes  the  drinking  of  Aborigines  in  an 
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area  of  New  South  Wales  where  they  comprise  one-fifth  of  the  population,  living  in  reserves  or, 
separately  from  whites,  in  town.  The  1969  Aborigines  Act  prohibits  even  social  drinking  in  the 
home  within  the  Aboriginal  reserve.  Nevertheless  there  is  much  drunkenness,  considered  to  be 
partly  a protest  against  white  society.  Drinking  is  also  associated  with  a high  incidence  of 
physical  injury  (4.9%  of  the  Aboriginal  population  of  the  area  studied  were  hospitalized  in 
1971-72  for  physical  injuries  incurred  in  a drinking  situation).  Jones  (1977)  refers  to  the 
Aborigines  of  the  Western  Australian  deserts  who  are  now  grouped  in  settlements.  The  whole 
way  of  life  of  the  Aborigines  has  changed  over  the  last  70  years  and  excessive  drinking  may  be 
part  of  the  coping  response  and  reaction  to  discrimination.  Prohibition  and  provision  of 
Western-style  prevention  or  treatment  measures  have  been  found  ineffective.  As  among  the 
North  American  Indians,  it  is  now  becoming  apparent  that  the  Aboriginals  themselves  must  take 
responsibility  for  dealing  with  the  problems  arising  in  their  own  communities.  Jones  (1977)  men- 
tions one  group,  stated  to  be  typical  of  Aboriginal  groups  in  transition,  who  jailed  most  of  the 
drinkers  in  order  to  control  their  aggressiveness  and  re-establish  the  power  of  the  tribal  elders. 
Morice  (1976)  describes  a small  autonomous  Aboriginal  community  established  to  escape  from 
the  excessive  drinking  and  fighting  that  occurred  in  the  parent  community.  Alcohol  was  at  first 
banned,  but  some  moderate  drinking  was  later  allowed,  and  both  drinking  and  fighting  were 
markedly  reduced.  In  1978,  for  the  first  time,  a course  was  held  in  Western  Australia  for 
Aboriginal  alcohol  counsellors.  Efforts  are  now  being  made  to  set  up  a research  project  designed 
to  identify  drinking  patterns  and  alcohol-related  problems  in  Aborginal  communities,  and  to 
find  community-based  solutions  involving  the  Aborigines  in  the  decision  making  and  policy  im- 
plementation. Soong  & Fejo  (1976)  discuss  certain  sociocultural  factors  of  direct  relevance  to 
health  education  in  Aboriginal  communities.  There  is  increasing  awareness  that  Aboriginal 
advancement  does  not  necessarily  mean  the  wholesale  adoption  of  European  values  and  prac- 
tices; and  that  the  non- Aboriginal  health  worker  may  create  rather  than  solve  problems  through 
interference  in  indigenous  practices  and  rituals,  paternalism,  racial  prejudice  and  bad  example.  It 
is  stressed  that  efforts  need  to  be  directed  toward  strengthening  the  Aboriginal  leadership  in 
health  matters. 

Papua  New  Guinea  is  another  area  where  alcohol  was  almost  unknown  before  the 
advent  of  traders,  following  which  heavy  drinking  became  so  widespread  that  a general  alcohol 
prohibition  was  enforced  on  the  native  population.  Australian  colonial  policy  was  to  protect  the 
indigenous  population  from  the  influence  of  alcohol.  However,  this  policy  was  difficult  to  main- 
tain in  the  face  of  the  rapid  movement  towards  independence  of  many  former  colonial  territories 
and  in  1956  the  right  to  drink  was  granted  to  persons  of  "mixed  race",  leading  to  pressure  for  total 
repeal.  In  1962-63  prohibition  was  lifted  for  the  total  population.  As  in  some  other  countries, 
drinking  became  positively  linked  with  political  independence  and  with  the  perogatives  formerly 
enjoyed  only  by  the  colonial  rulers.  New  patterns  of  drinking  have  spread  from  the  towns  to  the 
rural  areas,  such  as  the  coffee-growing  highlands  where  there  has  been  an  economic  boom.  There 
is  much  concern  over  serious  social,  psychological  and  economic  consequences  of  drinking, 
closely  linked  with  other  psychosocial  problems  and  a research  project  on  these  matters  is  about 
to  be  established  under  government  auspices.  Conroy  (1978)  refers  to  the  "widening"  and 
"deepening"  of  drinking  following  the  repeal  of  prohibition,  due  partly  to  increases  in  numbers  of 
outlets  and  improvements  in  the  transport  network.  He  estimates  that  the  average  consumption 
of  beer  per  head  of  the  indigenous  population  increased  1235  % between  1962  and  1978  and  that 
of  wine,  1250%  between  1963  and  1975.  Consumption  of  spirits  remained  static  but,  despite  the 
possibility  now  of  legal  purchase  of  spirits  the  consumption  of  methylated  spirits,  which  is  still 
subject  to  stringent  regulations,  has  by  no  means  been  abandoned.  Pataki-Schweizer  (1976) 
reports  on  a recent  phenomenon  of  methylated  spirits  consumption  among  Papuan  students, 
which  he  considers  might  be  ascribed  to  a symbolic  attempt  to  achieve  ecstatic  states  and  to 
relieve  the  stress  of  acculturation.  Conroy  cites  instances  of  social  change  having  led  to  an  expan- 
sion of  ceremonial  activities  and  gift  exchanges,  representing  a form  of  competition  among 
leaders  supported  by  their  kinship  groups.  Beer  is  now  included  in  such  gifts  and  may  lead  to 
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prodigious  drinking  bouts.  Gifts  for  political  purposes  now  also  include  beer.  Another  important 
aspect  of  social  change  that  may  be  affecting  many  developing  countries  is  described  by  Conroy: 
the  extension  of  a highly  efficient  brewing  industry,  with  two  multinational  firms  as  principal 
shareholders,  contributing  significantly  to  employment  openings,  improvement  in  transport 
facilities,  import  replacement  and  taxation  revenues.  As  Conroy  points  out,  however,  the 
revenues,  on  which  the  Ministry  of  Finance  may  have  become  dependent,  are  no  doubt  impor- 
tant for  the  achievement  of  government  expenditure  objectives,  but  cannot  be  accepted  as  a 
reason  for  ignoring  the  social  costs  of  alcohol  abuse. 

Marshall  & Marshall  (1976)  refer  to  the  introduction  of  alcohol  by  traders  to  the 
Micronesian  Islands  of  the  Southern  Pacific,  in  most  of  which  alcohol  was  formerly  unknown. 
Violent  behaviour  accompanying  drinking  was  learnt  from  the  early  whalers  and  traders  and 
alcohol  problems  became  widespread.  The  pattern  of  missionary  attempts  to  bring  in  temperance 
was  repeated  here  and  the  result  is  a picture  of  conflicting  norms  and  values,  partly  in  view  of  the 
fact  that  alcohol  became  an  important  trade  product  from  which  the  local  chiefs  profited. 

Africa 

Lynn  Pan's  report  (1975)  on  the  far-reaching  effects  of  alcohol  made  in  Africa  have  been 
discussed  earlier  (see  section  2). 

An  urgent  need  has  arisen  for  investigation  of  the  current  repercussions  on  the  African 
continent  of  inter-African  and  broader  international  trade  in  alcoholic  beverages.  There  are  in- 
dications of  alarming  increases  in  commercial  brewing  and  distilling  with  little  consideration  of 
the  repercussions  on  the  health  of  the  populations  concerned.  In  some  cases  the  initiative  has 
been  due  to  multinational  companies,  but  it  seems  that  increasingly  the  local  authorities 
themselves  have  appreciated  the  revenue  to  be  derived  from  establishing  their  own  production 
plants.  Since  in  most  of  the  African  countries  few  relevant  statistics  are  collected,  it  is  very  dif- 
ficult to  estimate  the  extent  of  increase  in  production  and  consumption,  but  there  have  been 
many  subjective  reports  of  havoc  wrought,  with  changes  in  living  and  drinking  styles.  As  coun- 
tries become  independent,  the  familiar  pattern  is  likely  to  be  seen  of  increased  availability  of  the 
high  status  commercially  produced  beverages  to  the  local  population.  Mention  has  already  been 
made  of  such  changes  in  Zambia  when  it  achieved  independence  in  1964.  In  recent  years  there 
has  been  a slowing  down  of  importation  of  alcoholic  beverages  but  in  some  countries  this  has 
been  more  than  offset  by  increases  in  local  production.  A new  elite  class  of  the  highly  educated  is 
developing,  often  returning  to  their  countries  with  new  drinking  patterns  acquired  abroad.  There 
are  reports  from  some  areas  of  widespread  increase  in  educational  opportunities  for  the  young 
that  are  not  always  geared  to  the  local  requirements  and  resulting  in  large  numbers  of 
unemployed  youth  unwilling  to  return  to  traditional  agricultural  pursuits  and  succumbing  early 
to  habits  of  heavy  drinking  where  there  is  a lack  of  alternative  activity.  As  among  North 
American  Indians,  there  are  wide  differences  between  countries  and  between  ethnic  and  social 
groups  within  each  country  which  may  determine  breakdown  or  maintenance  of  cultural  and 
social  controls.  In  Senegal,  for  example,  where  80%  of  the  population  are  Moslem,  traditional 
drinking  habits  have  nevertheless  been  retained  among  some  ethnic  groups,  such  as  the  Serer  in 
Central  Senegal,  whereas  among  the  Toucouleurs  and  the  Peuls  in  the  north,  with  no  tradition  of 
drinking,  Islam  has  merely  reinforced  this  pattern  (Diop,  1979). 

Eastern  Mediterranean  and  Morocco 

The  oil-rich  countries  of  the  Middle  East  are  undergoing  profound  changes  in  sociocul- 
tural and  economic  conditions  and  adjusting  to  the  strong  impact  of  other  cultures,  through  in- 
creased communications,  availability  of  consumer  goods  and  influx  of  alien  workers  and 
tourists.  Among  the  Moslem  populations  of  these  countries,  the  Koranic  injunctions  were  for 
centuries  widely  observed  and  the  use  of  alcohol,  at  one  time  widespread,  was  effectively  curb- 
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ed.  Drinking,  production,  importation  and  sale  of  alcoholic  beverages  are  still  completely  pro- 
hibited in  Saudi  Arabia,  Lybia,  the  Yemen  Arab  Republic,  Kuwait  and  Qatar.  Bahrein  prohibits 
local  production  and  use  but  permits  importation  and  use  by  foreigners.  In  other  countries  of  the 
Eastern  Mediterranean  Region  there  is  no  prohibition.  With  the  rapid  changes  in  conditions,  a 
widening  gulf  can  be  observed  between  the  former  picture  of  relative  abstinence  and  the  present 
situation  in  several  of  the  countries  where  smuggling,  illegal  production  and  drinking  of  alcohol 
destined  for  other  purposes  are  causing  grave  concern.  In  some  cases  this  has  led  to  a tightening 
up  of  regulations  and  an  imposition  of  heavy  punishment;  in  others  there  has  been  a general 
relaxation  of  laws  and  customs.  In  certain  areas  abstinence  has  been  reinforced  as  a symbol  of 
adhesion  to  the  local  culture.  There  are,  however,  considerable  non-Moslem  populations  in  some 
countries  of  the  Eastern  Mediterranean  Region  (e.g.  Iraq,  Egypt,  Lebanon,  Sudan)  and  in  some, 
increase  in  alcohol  consumption  has  recently  been  observed,  especially  among  young  people 
(WHO,  1979;  Revue  de  I'Alcoolisme,  1976).  Alcoholic  beverages,  particularly  those  commercial- 
ly produced,  in  the  developed  industrial  centres,  are  frequently  viewed  as  symbols  of  higher  class 
life  style,  whereas  traditional  drugs  are  believed  to  be  part  of  the  life  habits  of  the  less  mobile  and 
more  backward  social  groups.  This  seems  to  have  been  the  case  in  Moroccan  society.  Defer 
(1969),  in  a review  of  the  drug  dependence  picture  in  Morocco,  reports  that  psychiatric  alcoholic 
conditions  are  found  almost  exclusively  among  the  higher  occupational  groups,  and  that  can- 
nabis disorders  are  characteristic  of  rural  manual  workers  and  of  the  socially  destitute. 


South-East  Asia 

The  Moslem  influence  is  strong  in  several  countries  of  the  South-East  Asia  Region  as 
well.  Mohan  (1979)  refers  to  one  early  reference  to  alcohol  use  in  India  in  2000  B.C.,  although 
the  consumption  of  alcohol  was  looked  down  on  by  society,  especially  during  the  Buddhist  era. 
One  of  the  first  attempts  at  prohibition  occurred  during  the  Moghul  period  because  of  Islamic  in- 
fluence. Alcohol  use  spread,  however,  after  the  arrival  of  the  British,  particularly  when  Indians 
were  included  in  administration  and  were  inducted  into  the  Armed  Forces  at  officer  level,  when 
they  adopted  the  norms  of  the  British  officers.  The  legal  abolition  of  potstills  and  the  develop- 
ment of  commercial  production  for  revenue  purposes  accelerated  the  trend  toward  more 
widespread  drinking.  From  an  analysis  of  recent  studies  of  drug  use  in  India,  Mohan  notes  that 
the  most  commonly  used  are  alcohol  and  tobacco.  A movement  away  from  non-use  of  drugs  as 
the  cultural  norm  is  apparent  and  alcohol  seems  to  be  replacing  cannabis  and  opium  as  the  drug 
of  choice  for  festive  occasions.  Acceptance  and  tolerance  of  alcohol  use  is  increasing  in  all  social 
strata.  In  some  rural  areas,  where  opium  is  still  used,  especially  at  times  of  heavy  labour,  and 
does  not  appear  to  be  disruptive,  there  are  indications  of  increasing  and  regular  use  of  alcohol 
purchased  with  excess  income  from  the  "green  revolution"  resulting  from  modernization  of 
agricultural  methods  (Deb  & Jindal,  1974).  Religion,  family  and  local  institutions  such  as  the 
village  panchayat  appear  to  be  losing  their  restraining  influence  on  alcohol  use  according  to 
Mohan  and  the  trend  towards  "modernization"  and  "westernization"  in  towns  promotes  alcohol 
use  as  being  respectable  and  accorded  high  status.  At  the  same  time  there  is  strong  pressure 
among  some  groups  and  by  the  government  towards  prohibition  (see  section  2). 

In  some  other  countries  of  the  Region  there  are  reports  of  changing  use  of  alcohol  along 
with  socioeconomic  change,  but  little  precise  information  is  available.  Ratanakom  (1978)  reports 
increasing  drinking  at  home  and  in  restaurants.  The  five  Buddhist  principles,  including  the  in- 
junction not  to  drink  alcoholic  beverages,  have  tended  to  restrain  drinking,  but  this  pattern  is 
changing  and  it  is  now  customary  to  entertain  visitors  with  alcoholic  beverages,  even  in  remote 
rural  areas.  Satkunanagayam  (1978)  states  that  traditionally  in  Sri  Lanka  alcohol  had  no  place  in 
social  and  ceremonial  occasions,  but  for  some  time  now  alcoholic  beverages  have  been  increas- 
ingly used  on  such  occasions.  Most  Buddhists  and  Hindus  are  abstinent  on  days  they  have  to  at- 
tend religious  observation. 
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6.2 


Concept  and  Outcome  of  Sociocultural  Change 


The  term  sociocultural  change  is  used  here  as  referring  to  the  process  of  alteration  in 
the  integration,  social  equilibrium  and  traditional  life  style  of  human  populations:  particularly 
the  type  of  change  brought  about  by  economic  development  and  cultural  diffusion  taking  place 
at  a rapid  pace  and  drastically  modifying  the  individual's  sociocultural  frame  of  reference  within 
his  life  span. 

These  changes  are  understood  to  occur  at  two  different  levels:  the  cultural  level,  involv- 
ing mainly  the  set  of  beliefs  and  values  in  terms  of  which  human  groups  define  their  universe  and 
guide  their  social  behaviour  (acculturation,  de-culturation,  migration);  and  the  socio-structural 
level  affecting  the  traditional  ordering  of  social  relations,  the  functions  of  individuals  within  the 
community  and  group  cohesiveness  in  general  (modernization,  industrialization,  social 
mobility). 

Extensive  research  has  been  conducted  in  order  to  identify  and  measure  the  effects  of 
urbanization,  industrialization  and  general  modernization  on  health.  Leighton,  Lambo  et  al. 
(1963)  for  example,  found  a positive  correlation  between  social  disintegration  and  psychiatric 
disorder  in  Nigeria,  and  this  finding  replicated  observations  made  by  Leighton  et  al.  (1963)  in 
their  previous  research  work  in  Canada.  Cassel  & Tyroler  (1961)  report  that  the  first  generation 
of  factory  workers  in  a recently  industrialized  rural  area  in  the  USA  showed  a higher  rate  of 
absenteeism  due  to  illness  and  of  subjective  psychological  discomfort  than  the  generation  follow- 
ing them,  who  did  not  undergo  the  drastic  change.  Valdivia  Ponce  (1970)  surveyed  the  effect  of 
internal  migration  to  Lima,  Peru,  and  found  that  recently  arrived  peasants  suffered  a higher 
degree  of  physical,  psychological  and  social  disturbances  than  long-established  urban  controls, 
and  also  that  these  problems  tended  to  appear  in  different  patterns  according  to  socioeconomic 
strata;  individuals  in  the  upper  classes  more  frequently  reported  physical  symptoms,  whereas 
social  maladjustment  was  typical  of  the  lower-class  category. 

Other  authors  have  made  observations  that  point  in  a different  direction.  Lewis  (1952), 
for  example,  in  his  in-depth  study  of  a peasant  family's  adaptation  to  urban  life  in  Mexico,  con- 
cludes that  such  a move  does  not  necessarily  involve  psychosocial  maladjustment.  With  other 
authors,  he  emphasizes  the  relative  transferability  of  sociocultural  patterns  from  the  village  to 
the  city,  thus  protecting  the  individual  from  exposure  to  excessive  disorganization. 

Inkeles  and  Smith  (1969)  studied  the  effects  of  migration,  industrialization  and 
urbanization  on  the  mental  health  and  adjustment  of  migrant  industrial  workers  in  six  countries 
with  very  different  structures  and  cultures  (Argentina,  Chile,  India,  Israel,  Nigeria  and 
Pakistan),  the  sample  sizes  varying  from  720  to  1300.  Their  findings  cast  serious  doubt  on  the 
contention  that  modernizing  experiences  and  mobility  are  deleterious  to  mental  adjustment.  It  is, 
however,  pointed  out  that  all  the  members  of  the  sample  studied  were  gainfully  employed. 
Moreover,  attention  is  drawn  to  the  fact  that  the  original  background  of  the  workers  — mostly 
from  villages  — did  not  necessarily  provide  conditions  more  conducive  to  mental  health  and 
stability  than  the  new  environment.  Observations  made  in  Argentina  and  Chile  clearly  suggest 
that  alcohol  abuse  is  a problem  of  greater  importance  in  the  rural  areas  (Horwitz  et  al.,  1967).  Ur- 
banization is  likely  to  have  a beneficial  influence  on  the  behaviour  of  individuals  from  rural  areas 
in  Latin  America,  who  may  find  greater  social  support  in  the  cities.  Poverty,  unemployment, 
seasonal  and  nomadic  patterns  of  occupation,  the  absence  of  organized  social  resources,  are  fac- 
tors that  make  living  in  Latin  American  rural  regions  frequently  more  stressful  than  in  urban  cen- 
tres, and  the  same  may  be  true  in  other  parts  of  the  world.  Singh  & Rettig  (1962)  maintained  that 
rapid  cultural  changes  are  liable  to  trigger  a sense  of  confusion,  psychological  disorientation  and 
feelings  of  uncertainty  regarding  prevalent  values  and  social  norms.  Indeed  one  can  hypothesize 
an  "acculturative  stress"  continuum  (Torgoff,  1961)  on  which  various  societies  would  occupy  dif- 
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ferent  positions,  marking  different  degrees  and  manifestations  of  psychological  tensions,  due  to 
different  rates  of  change  they  are  undergoing  regarding  beliefs,  values  and  other  factors  affecting 
their  traditional  ordering  of  social  relations.  Intolerance  of  ambiguity,  as  measured  by  a test  for 
extremeness  of  response,  was  suggested  by  Soueif  (1958,  1968)  for  assessing  acculturative  stress, 
which  might  be  correlated  with  alcohol  problems. 

Graves  (1967),  basing  his  argument  on  the  findings  of  a research  project  concerning 
three  ethnic  groups  - Anglos,  Spanish  and  North  American  Indians  (lessor  et  ah,  1968)  points  out 
that  the  impact  of  acculturation  on  social  control  systems  and  on  opportunities  for  fulfilling  per- 
sonal goals  are  critical  for  outcome  in  terms  of  mental  health  and  deviant  behaviour.  The  dif- 
ferential effects  of  acculturation  on  alcohol  use  and  alcohol  problems,  it  is  contended,  will  de- 
pend on  two  major  classes  of  variables:  social  and  psychological  pressures  for  excessive  alcohol 
consumption  and  social  and  psychological  controls  against  such  behaviour.  Traditional  controls 
may  be  strong  enough  to  counteract  increasing  pressures  under  the  impact  of  reculturation;  on 
the  other  hand  such  controls  may  themselves  be  weakened  in  the  process  of  cultural  change, 
lessor  (1979)  emphasizes  that  sociocultural  change  is  likely  to  affect  "the  social  control  systems  of 
a society  that  constrain  against  excesses  in  behaviour.  Not  only  is  there  attenuation  of  consensus 
on  norms  about  what  is  acceptable  behaviour  when  the  social  fabric  is  rapidly  changing,  but 
there  is  also  an  undermining  of  the  predictability  of  the  social  sanctions  that  previously  could 
have  been  expected  to  follow  up  transgression  or  uncontrolled  behaviour".  He  suggests,  too,  that 
"when  colonialism  is  overthrown  or  when  populations  move  from  rural  areas  to  cities,  there  may 
well  be  an  expectation  that  opportunity  should  now  be  open  and  conditions  of  life  should  rapidly 
improve.  In  fact,  this  is  a prescription  for  disappointment  and  even  despair  and  this  may  be  part 
of  the  context  of  recourse  to  alcohol  abuse." 


167 


References  to  Section  6 


Blacker,  E.  (1966)  Socio-cultural  factors  in  alcoholism,  Int.  Psychiat.  Clin.,  3,  51 

Calderon,  N.G.  (1968)  Consideraciones  acerca  del  alcoholismo  entre  los  pueblos  pre-Hispanicos  de  Mex- 
ico (Considerations  on  alcoholism  among  the  pre-Hispanic  peoples  of  Mexico),  Rev.  Inst.  Neurol,  2,  5 

Canada  Health  and  Welfare.  Non-Medical  Use  of  Drugs  Directorate  (1976)  Alcohol  problems  in  Canada: 
a summary  of  current  knowledge,  Technical  Report  Series  No.  2 

Canada  Provincial  Native  Alcohol  Committee  (1974)  Native  alcohol  programs,  Edmonton 

Cassel,  Tyroler,  H.  (1961)  Epidemiological  studies  of  culture  change.  Arch,  environ.  Hlth.,  3,  31 

Clemmesen,  C.  (1958)  Oversigt  over  alkohol  problemet  pa  Grdnland  (Survey  of  the  alcohol  problem  in 
Greenland),  Ugeskr.  Laeg.,  120,  1374 

Conroy,  J.D.  (1978)  Problems  of  alcohol  in  Papua  New  Guinea.  Paper  presented  at  a symposium  on  "Ur- 
banisation and  problems  of  dependence"  held  during  the  Congress  of  the  Royal  Australian  and  New 
Zealand  College  of  Psychiatrists,  Singapore,  October  1978 

Dailey,  C.  (1968)  The  role  of  alcohol  among  North  American  Indian  tribes  as  reported  in  the  Jesuit  rela- 
tions, Anthropologica,  10,  45 

Deb,  P.C.  & Jindal,  R.N.  (1974)  Drinking  in  rural  areas:  study  in  selected  villages  at  Punjab,  Ludhiana, 
Punjab,  Monograph  Punjab  Agricultural  University 

Defer,  B.  (1969)  Variations  epidemiologiques  des  toxicomanies  en  relation  avec  les  contacts  entre  cultures 
(Epidemiological  variations  in  drug  dependence  in  relation  to  intercultural  contacts)  Toxicomanies 
(Quebec),  2,  9 

Diop,  B.S.  (1979)  Alcohol-related  problems  in  Senegal.  Oral  presentation  at  Second  WHO  Working 
Group  Meeting  on  Prevention  of  Alcohol-related  Problems,  Brazzaville,  Congo,  March  1979 

Goodwin,  D.W.,  Davis,  D.H.  & Robins,  L.N.  (1975)  Drinking  amid  abundant  illicit  drugs.  The  Vietnam 
case.  Arch.  gen.  Psychiat.,  32,  230 

Graves,  T.D.  (1967)  Acculturation,  access  and  alcohol  in  a tri-ethnic  community,  Amer.  AnthropoL,  69, 
306 

Heath,  D.W.  (1975)  A critical  review  of  ethnographic  studies  of  alcohol  use.  In;  Gibbins,  R.J.,  Israel,  Y., 
Kalant,  H.,  Popham,  R.E.,  Schmidt,  W.  & Smart,  R.,  eds..  Research  advances  in  alcohol  and  drug  pro- 
blems, New  York,  Wiley 

Horwitz,  ].,  Marconi,  ].,  Sic  Adis  Castro,  G.  (1967)  Epidemiologia  del  alcoholisme  en  America  latina 
(Epidemiology  of  alcoholism  in  Latin  America),  Buenos  Aires,  Acta,  Fondo  para  la  Salud  Mental 

Inkeles,  A.  & Smith,  D.H.  (1969)  The  fate  of  personal  adjustment  in  the  process  of  modernization,  Int.  J. 
comp.  Sociol,  11,  6 

lessor,  R.  (1979)  Personal  communication 

lessor,  R.,  Graves,  T.D.,  Hanson,  R.C.  & Jessor,  S.L.  (1968)  Society,  personality  and  deviant  behaviour: 
a study  of  a tri-ethnic  community.  New  York,  Holt 

Jilek-Aall,  L.  (1974)  Psychosocial  aspects  of  drinking  among  Coast  Salish  Indians,  Canad.  psychiat.  Ass. 
J.,  19,  357 


168 


Jones,  I.H.  (1977)  Social  unrest  in  an  Aboriginal  community,  Med.  J.  Aust.,  64,  (suppl.  4),  5 

Kamien,  M.  (1975)  Aborigines  & alcohol:  intake,  effects  & social  implications  in  a rural  community  in 
Western  New  South  Wales,  Med.  ].  Austral.,  62,  291 

Kelso,  D.  (1978)  Social  system  indicators  of  adverse  consequences  of  alcohol  consumption  in  Alaska. 
Paper  presented  at  the  International  Institute  on  the  Prevention  and  Treatment  of  Alcoholism,  Zurich, 
June  1978 

Leighton,  D.C.,  Harding,  J.S.,  Macklin,  D.B.,  Hughes,  C.C.  & Leighton,  A.H.  (1963)  Psychiatric  findings 
in  the  Stirling  County  Study,  Amer.  ].  Psychiat.,  119,  1021 

Leighton,  A.H.,  Lambo,  T.A.  et  al.  (1963)  Psychiatric  disorders  among  the  Yoruba,  Ithaca,  NY,  Cornell 
University  Press 

Lewis,  O.  (1952)  Urbanization  without  breakdown;  a case  study,  Sci.  Mthly,  75,  31 

Lobban,  M.L.  (1971)  Cultural  problems  and  drunkenness  in  an  Arctic  population,  Brit.  med.  J.,  1,  344 

Marshall,  M.  & Marshall,  L.B.  (1976)  Holy  and  unholy  spirits:  the  effect  of  missionization  on  alcohol  use 
in  Eastern  Micronesia,  ].  Pacif.  Hist.  Canberra,  11,  135 

Millan  Boada,  J.,  Gutierrez  Burgos,  L.  & Tarsicio  Rodriguez,  P.  (1978)  Psico-socio-cultura  del 
alcoholismo  en  Venezuela.  Factores  sociales  (Psychosocial  and  cultural  aspects  of  alcoholism  in 
Venezuela.  Social  factors).  Final  proceedings.  International  Congress  on  Alcoholism  and  Drug 
Dependence,  Caracas,  May  1978,  Vol  I-B,  p.A.l 

Mohan,  D.  (1979)  Socio-cultural  patterns  of  drug  use,  typescript 

Molinari,  C.  (1976)  Alcoholism:  Alaska's  number  1 health  problem.  Ale.  Hlth  Res.  World,  p.2 

Morice,  R.D.  (1976)  Woman  dancing  dreaming;  psychosocial  benefits  of  the  Aboriginal  outstation 
movement,  Med.  J.  Austral.,  63,  939 

Mosher,  J.F.  (1975)  Liquor  legislation  and  Native  Americans:  history  and  perspective,  Boalt  School  of 
Law 

Negrete,  J.C.  (1978)  Coca-leaf  chewing:  a public  health  assessment,  Brit.  ].  Addict.,  73,  283 

Pan,  L.  (1975)  Alcohol  in  Colonial  Africa,  Helsinki,  Finnish  Foundation  for  Alcohol  Studies,  Vol.  22 

Pataki-Schweizer,  K.J.  (1976)  Meth-drinkers  and  lotus  eaters:  some  educational  aspects  of  transcultural 
psychiatry  in  Papua  New  Guinea,  Austral.  N.Z.  J.  Psychiat.,  10,  129 

Price,  J.A.  (1975)  An  applied  analysis  of  North  American  Indian  drinking  patterns.  Hum.  Org.,  34,  17 

Rankin,  J.G.  (1971)  The  size  and  nature  of  the  misuse  of  alcohol  and  drugs  in  Australia.  Paper  presented 
at  29th  International  Congress  on  Alcoholism  and  Drug  Dependence,  1971 

Ratanakorn,  P.  (1978)  Policies  and  programmes  for  the  prevention  of  alcohol-related  problems:  country 
profile,  Thailand.  Paper  presented  at  WHO  Consultation  meeting  on  Prevention  of  Alcohol-Related 
Problems,  New  Delhi,  October  1978 

Revue  de  I'Alcoolisme,  1976,  22,  324,  Revue  des  Congres  (Review  of  the  Congresses) 

Robins,  R.H.  (1973)  Alcohol  and  the  identity  struggle:  some  effects  of  economic  change  on  interpersonal 
relations,  Amer.  Anthropol.,  75,  99 


169 


Satkunanagayam,  D.E.  (1978)  Po/icy  and  programmes  for  prevention  of  alcohol-related  problems  in  Sri 
Lanka,  typescript,  presented  at  WHO  Consultation  Meeting  on  Prevention  of  Alcohol-related  Problems, 
New  Delhi,  October  1978 

Singh,  P.N.  & Rettig,  S.  (1962)  Cross-cultural  differences  in  habitual  response  preferences  as  an  index  of 
anxiety,  /.  soc.  Psychol.,  58,  9 

Sdlling,  L.  (1973)  Alkoholkonsumtionen  pa  Grdnland  (Consumption  of  alcohol  beverages  in  Greenland), 
Aik.  Narkot.,  67,  285 

Sdlling,  L.  (1974)  Alkoholforbruget  i Greenland  (Alcohol  consumption  in  Greenland).  Thesis 
(Socialforskningsinstitutets  Bibliotek,  Copenhagen) 

Soong,  F.S.  & Fejo,  W.  (1976)  Health  education  approaches  in  Aboriginal  communities  in  the  Northern 
Territory.  What  we  have  learned,  Med.  ].  Austral.,  2,  Special  supplement  on  Aboriginal  health 

Soueif,  M.l.  (1958)  Extreme  response  sets  as  a measure  of  intolerance  of  ambiguity,  Brit.  J.  Psychol.,  49, 
329 

Soueif,  M.l.  (1968)  Extremeness,  indifference  and  moderation  response  sets:  a cross-cultural  study,  Acta 
Psychol.,  28,  63 

Stratton,  R.,  Zeiner,  A.  & Paredes,  A.  (1978)  Tribal  affiliation  and  prevalence  of  alcohol  problems,  /. 
stud.  Ale.,  39,  1166 

Thwaites,  R.G.,  ed.  (1896)  The  Jesuit  relations  and  allied  documents,  Cleveland,  Burrows,  73  volumes 

Torgoff,  I.  (1961)  Personality  and  social  development:  societal  influences.  Rev.  educ.  Res.,  475 

Valdivia  Ponce,  O.  (1970)  Migracion  interna  a la  metropolis:  contraste  cultural,  conflicto  y desadap- 
tacion  (Internal  migration  toward  the  metropolis:  cultural  contrast,  conflict  and  inadaption),  Lima, 
Universidad  Mayor  de  San  Marcos 

Winkler,  A.M.  (1968)  Drinking  on  the  American  Frontier,  Quart.  ].  Stud.  Ale.,  29,  413;  429 

World  Health  Organization  (1979)  Report  of  Second  Working  Group  on  Prevention  of  Alcohol-related 
Problems,  Brazzaville,  Congo,  March  1979,  Offset  document 


170 


7. 

INFORMATION,  EDUCATION  AND  MOTIVATION 


7.1  Policy  and  Objectives 

Examination  of  programmes  for  prevention  of  alcohol-related  problems  shows  that  they 
nearly  all  have  an  information  and  education  component  which  for  many  comprises  the  major 
preventive  effort.  However,  unless  there  exists  a clear  policy  on  prevention  of  alcohol-related 
problems,  programmes  providing  information  and  education  are  likely  to  produce  conflicting 
results.  Mention  has  already  been  made  (p.lO)  of  the  ambivalence  apparent  in  the  range  of 
preventive  measures  taken  or  left  unpursued  at  multi-national  and  local  level,  and  previous  sec- 
tions have  referred  to  a variety  of  objectives  of  preventive  measures  that  are  not  necessarily  com- 
plementary. In  defining  an  educational  policy,  a selection  may  have  to  be  made  among  possible 
objectives.  Some  national  administrations  and  religious  groups  aim,  for  example,  at  total  pro- 
hibition and  gear  their  efforts  to  motivating  and  educating  populations  towards  abstinence.  That 
such  efforts  may  be  crowned  with  success  under  certain  circumstances  is  apparent  from  the  long- 
term effects  of  Islamic  teaching,  even  though  some  breakdown  may  now  be  occurring.  A very 
different  objective  has  been  pursued  in  recent  years  in  several  countries,  such  as  the  USA,  where 
emphasis  has  been  laid  on  education  for  integrated  "responsible  drinking"  as  discussed  in  section 
5.4. 


It  is  not  easy  to  discover  whether  such  efforts  have  been  successful  in  diminishing  either 
average  consumption  or  the  rates  of  alcohol-related  problems  since  it  is  difficult  to  partial  out  the 
impact  of  concomitant  social  and  economic  factors.  Focusing  educational  efforts  on  a more 
limited  objective,  such  as  reducing  consumption  to  less  dangerous  levels,  may  give  more  clear- 
cut  results,  as  in  France,  where  a widespread  educational  campaign  may  have  been  an  important 
factor  in  at  least  halting  the  rising  consumption  levels.  In  Australia,  increased  educational  efforts 
may  have  been  responsible  for  the  fact  that  per  capita  alcohol  consumption  levels  remained  vir- 
tually constant  between  1974  and  1977  following  rates  of  increase  of  3 % between  1966  and  1972 
and  6%  between  1972  and  1974;  alcohol-related  death  rates  showed  a similar  escalation  up  to 
1974  followed  by  a decline  (Australia,  Commonwealth  Department  of  Health,  1978).  However, 
it  is  possible  that  such  declines  resulted  from  changes  in  the  general  economic  situation. 

It  is  becoming  more  generally  recognized  that  there  are  limitations  inherent  in  narrow 
programmes  specifically  aimed  at  modifying  drinking  habits.  Information  and  education  concer- 
ning alcohol  are  therefore  increasingly  being  integrated  into  broader  schemes  of  health  and 
sociocultural  development,  combined  in  some  countries  with  attempts  at  securing  community 
collaboration.  An  outstanding  example  of  this  is  a programme  called  "Dialogue  on  Drinking"  in- 
troduced recently  by  Health  and  Welfare,  Canada,  in  collaboration  with  the  Provinces.  This 
programme  is  part  of  the  Department's  Operation  Lifestyle  programme,  introduced  in  1974, 
which  encourages  Canadians  to  assume  greater  responsibility  for  their  own  health.  "Dialogue  on 
Drinking"  is  considered  to  be  a first  step  in  a comprehensive  alcohol  programme  that  must  in- 
clude education  and  social  policy  changes.  Another  example  of  attempts  at  promoting  col- 
laborative efforts  comes  from  Australia  where,  over  about  the  last  20  years,  community  "Foun- 
dations" have  been  established  at  State,  then  National,  and  now  Regional  levels  to  coordinate 
voluntary  community  activity.  These  foundations  are  funded  by  Federal  and  State  governments 
to  develop  educational,  counselling  and  treatment  programmes  and  to  propose  and  undertake 
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new  initiatives.  They  have  been  a vital  rallying  point  for  concerned  citizens  and  involved  profes- 
sionals and  have  considerably  influenced  community  attitudes.  Of  particular  note  has  been  their 
role  in  developing  what  is  now  a national  programme  on  alcohol  problems  in  industry,  which  is 
strongly  supported  by  government,  management  and  unions  at  national  and  state  levels. 

In  some  other  countries,  public  information  and  education  on  alcohol  problems  are  now 
being  integrated  into  new  collaborative  programmes  of  general  health  education,  as  in  England 
and  Wales  and  in  Scotland,  where  health  education  efforts  are  coordinated  under  the  two  central 
health  services,  action  being  continued  at  local  levels  with  the  help  of  the  area  health  officers. 

A review  of  WHO's  programme  on  health  education  (WHO,  1974)  gives  considerable 
emphasis  to  the  role  of  health  education  in  enlisting  the  active  participation  of  people  in  pro- 
grammes of  health  and  in  related  fields,  and  the  need  for  more  systematic  planning,  application 
and  long-term  support  of  the  health  education  aspects  of  health  and  other  programmes. 

The  development  of  acceptable  and  agreed  upon  local  or  national  policies  can  be  seen, 
then,  as  an  important  preliminary  to  the  launching  of  information  and  education  programmes. 
As  the  work  progresses,  it  may  be  found  that  a broader  variety  of  interests  needs  to  be 
represented  among  the  policy  making  group.  It  will  be  important,  of  course,  for  both  specialists 
concerned  with  alcohol  problems  and  those  well  versed  in  the  techniques  of  information  transfer 
and  education  to  be  involved.  However,  those  concerned  in  the  production  and  trade  in 
alcoholic  beverages  may  also  have  an  important  opinion  to  voice  and  if  called  upon  to  col- 
laborate in  decision-making,  may  be  more  helpful  in  promoting  a desirable  policy  than  if  left 
unheard.  In  some  countries,  involvement  of  producers  in  decisions  on  advertising,  for  example, 
appears  to  have  given  some  positive  results  (see  section  4). 

In  countries  where  there  are  a variety  of  bodies  concerned  with  information  and 
education  on  alcohol-related  problems,  it  may  be  found  necessary  to  come  to  an  agreement  on 
their  specific  roles  and  to  establish  a mechanism  for  their  coordination  with  each  other  and  with 
the  bodies  responsible  for  policy  making  and  implementation  for  other  aspects  of  programmes 
on  alcohol-related  problems.  These  matters  are  considered  further  in  sections  9 and  10. 

7.2  National  and  Local  Bodies  Concerned  with  Public  Information  and  Education  on 

Alcohol-related  Problems 

Many  countries  have  one  or  more  bodies  concerned  with  public  information  and  educa- 
tion on  alcohol-related  problems,  as  summarized  in  table  13. 

Governmental  bodies.  A special  governmental  body  has  been  established  in  some 
countries  to  deal  with  these  aspects  in  particular,  or  as  part  of  a comprehensive  programme  on 
alcohol  problems.  In  the  USA,  for  example,  the  National  Institute  on  Alcohol  Abuse  and 
Alcoholism  (NIAAA)  set  up  as  part  of  the  US  Health,  Education  and  Welfare  Service,  plays  an 
important  role  in  alcohol  information  and  education  programmes.  Since  early  1972,  NIAAA  has 
been  conducting  a nationwide  mass  media  campaign  on  the  themes  of  responsible  drinking  and 
awareness  of  the  symptoms,  consequences  and  treatability  of  alcoholism.  The  National  Institute 
on  Alcoholism  in  Costa  Rica,  attached  to  the  Ministry  of  Health,  has  similar  responsibilities.  In 
France,  the  High  Committee  for  Study  and  Information  on  Alcoholism,  an  advisory  body  to  the 
government  and  attached  to  the  Prime  Minister's  Office,  is  concerned  with  public  information. 
The  main  arguments  used  have  been  based  on  health,  security,  happiness  and  prosperity, 
associated  with  sobriety  rather  than  abstinence.  The  government  monopoly  body  in  Finland,  Oy 
Alko  Ab,  started  a programme  of  consumer  education  using  the  mass  media  in  1972.  It  is  based 
on  the  following  principles,  formulated  by  the  administrative  council:  heavy  consumption  of 
alcohol  in  the  long  term  is  always  detrimental;  alcohol  has  some  beneficial  effects.  In  the  USSR,  a 
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permanent  special  committee  for  control  of  drunkenness  and  alcoholism  has  been  established 
within  the  Ministry  of  Health  and  works  closely  with  the  Department  for  Prevention  of 
Alcoholism  in  the  Institute  of  Health  Education. 


A special  body,  the  Drug  Education  and  Prevention  Office,  has  been  established  by  the 
Ministry  of  Health  in  Thailand  to  develop  public  education  on  alcohol  and  other  drug  problems. 
In  India,  the  Central  Prohibition  Committee  of  the  Ministry  of  Social  Welfare  is  the  coordinating 
mechanism.  Sri  Lanka  has  a Health  Education  Division  in  its  Health  Services  Department,  with 
extensive  community  health  programmes  involving  over  6000  volunteers,  whose  training  pro- 
grammes could  be  extended  to  deal  with  alcohol  problems.  In  a number  of  additional  countries, 
considerable  responsibility  for  such  information  and  education  programmes  is  taken  by  the 
ministry  or  department  of  health  (e.g.  Mauritius,  Mexico,  New  Zealand,  Sweden)  or  National 
Health  Service  (Chile)  and  may  come  under  the  mental  health  division  (e.g.  Honduras, 
Venezuela)  or  a health  education  division  (Australia,  Zambia)  or  unit  (Scotland).  The  Ministry 
of  Education  may  assist  with  the  activities  (e.g.  Austria). 


Voluntary  bodies.  Much  of  the  activity  concerning  public  information  is  carried  out  by 
private  (voluntary)  national  bodies,  although  governmental  support  may  now  be  given.  This  is 
true  in  Poland,  where  the  Centre  for  Information  and  Research  on  Alcoholism  is  part  of  the 
Polish  National  Antialcoholic  Committee,  a voluntary  organization.  However,  the  Permanent 
Government  Commission  on  Alcohol  Problems  systematically  discusses  and  evaluates  public  in- 
formation and  education  programmes  and  the  Ministry  of  Education  is  responsible  for  educa- 
tional work  both  centrally  and  through  educational  departments  in  voivodships  (counties)  and 
school  inspectorates  in  towns.  A 1973  government  resolution  put  special  emphasis  on  the 
development  of  programmes  of  education,  instruction  and  information  concerning  prevention  of 
alcohol-related  disabilities.  Another  example  of  a national  voluntary  body  with  government 
backing  is  the  Swiss  Institute  for  the  Prevention  of  Alcoholism.  In  addition  to  the  government 
bodies,  in  both  USA  and  France  there  are  powerful  voluntary  bodies  concerned  with  public  in- 
formation; they  are  the  National  Council  of  Alcoholism  in  the  USA  and  the  National  Committee 
for  Defence  against  Alcoholism  in  France.  In  many  developing  countries  there  are  small  but  ac- 
tive voluntary  bodies  dealing  with  these  matters  that  might  well  serve  as  a nucleus  for  the 
development  of  broader  programmes  with  government  support. 


Temperance  organizations.  In  certain  parts  of  the  world  temperance  organizations  have 
been  instrumental  in  arousing  public  and  governmental  interest  in  the  need  to  mount  preventive 
programmes  and  have  been  responsible  for  initiating  and  carrying  out  information  and  educa- 
tion campaigns.  In  the  Nordic  countries  their  influence  is  still  important.  Norway,  for  example, 
has  a National  Council  for  Temperance  Education  and  a Temperance  People’s  Study  Board,  and 
in  Finland,  the  League  of  Finnish  Temperance  Organizations  is  very  active  in  the  field  of  public 
education.  Extensive  work  is  carried  out  in  developing  countries  through  branches  of  regional  in- 
ternational temperance  organizations. 


Collaboration  between  bodies.  A large  number  of  additional  bodies  take  some  part  in 
public  information  on  alcohol  problems,  and  a trend  towards  collaboration  between  the  bodies  is 
noticeable  in  some  countries.  Ministries  of  Education  (e.g.  Chile,  Peru,  Poland,  New  Zealand), 
Youth  (e.g.  Mauritius),  Interior  (Denmark)  and  others  may  be  involved  in  specific  aspects  of  the 
programmes,  as  well  as  universities,  treatment  institutions,  professional  societies  of  e.g.  physi- 
cians and  social  workers,  and  general  health  education  units  (e.g.  Scotland  and  England  and 
Wales).  Countries  have  not  so  far  always  been  successful  in  developing  the  coordination  between 
the  variety  of  bodies  concerned  with  alcohol  education  and  information  that  could  be  considered 
desirable. 
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Network  of  education  and  information  centres.  A few  countries  have  developed  a na- 
tionwide network  of  local  alcohol  information  and  eduation  centres,  the  work  being  coordinated 
through  the  national  body.  This  is  the  case,  for  instance,  with  respect  to  the  Polish  National  An- 
tialcoholic Committee  which  has  more  than  80  local  branches.  Similarly,  the  Central  Anti- 
Alcoholic  Committee  in  Czechoslovakia  has  branches  in  all  regions  and  districts.  In  France,  the 
National  Committee  for  Defence  against  Alcoholism  has  branches  in  85  regions  (departments)  in 
France  and  overseas  territories.  Several  of  the  National  Councils  on  Alcoholism,  e.g.  in  the  USA, 
have  branches  throughout  the  country.  The  National  Council  on  Alcoholism  in  Great  Britain  has 
local  councils  and  information  centres  throughout  the  country,  and  Scotland  has  five  local  coun- 
cils on  alcoholism  coordinated  by  the  Scottish  Council.  In  seven  Swiss  cantons  there  are  nine  ad- 
visory centres  (mostly  private)  that  deal  with  prevention  of  alcohol,  tobacco  and  drug  abuse.  A 
working  group  on  prevention  has  been  developed  with  members  of  the  Swiss  Institute  for  the 
Prevention  of  Alcoholism  and  the  advisory  centres.  In  Canada  the  national  body  (Health  Pro- 
motion Directorate)  collaborates  with  local  (provincial)  bodies  in  establishing  a national  net- 
work. There  are  hardly  any  examples  of  such  local  centres  in  the  developing  world,  although  in 
Costa  Rica  the  Institute  Nacional  de  Seguros  has  a special  programme  of  public  information  for 
rural  zones  and  districts  in  the  south,  linked  to  the  development  of  social  welfare  and  family 
casework.  Some  centres  for  educational  work  on  prohibition  have  been  organized  in  India  in  col- 
laboration with  the  Central  Prohibition  Committee. 

7.3  Public  Information  and  Education  Programmes:  Types  and  Evaluation 

In  recent  years  there  has  been  much  questioning  of  the  value  of  widespread  and 
expensive  attempts  at  reducing  alcohol-related  problems  through  mass  media  efforts  at  public 
education.  This  may  have  resulted  partly  from  the  recognition  that,  despite  all  the  propaganda, 
consumption  continued  to  increase  in  most  countries.  Similar  conclusions  have  been  drawn  con- 
cerning mass  information  on  the  dangers  inherent  in  the  use  of  other  drugs,  including  tobacco. 
However,  there  have  been  indications  of  successful  attempts  to  reduce  smoking  in,  for  example, 
Canada  and  the  USA.  The  expectations  as  to  the  impact  of  programmes  may  be  unrealistic:  a 
limited  mass-media  campaign  aiming  at  reducing  alcohol-related  traffic  accidents,  for  example, 
cannot  be  expected  to  have  more  than  a short-term  detectable  effect,  but  this  may  be  sufficiently 
encouraging  to  lead  to  a more  vigourous  long-term  campaign. 

Among  the  possible  reasons  for  the  apparent  lack  of  success  of  many  public  education 
efforts  is  the  conflicting  nature  of  the  message  delivered,  resulting  often  from  the  different  objec- 
tives of  the  bodies  providing  the  information,  for  example  abstinence  versus  social,  integrated, 
responsible  drinking,  the  latter  perhaps  backed  by  clever  advertising  in  favour  of  increased  con- 
sumption. Development  of  a coordinated  policy  through  discussion  between  the  various  interests 
may  possibly  help  to  remedy  this  situation. 

Another  reason  for  lack  of  results  is  that  emphasis  has  frequently  been  placed  on 
improving  knowledge  and  possibly  changing  public  opinion  in  the  hope  that  behaviour  will 
thereby  be  influenced.  However,  there  is  little  evidence  that  simple  educational  programmes 
disseminating  factual  information  about  the  dangers  of  a particular  substance  are  sufficient  to 
prevent  its  use.  Knowledge  in  itself  is  not  necessarily  protective  and  sophisticated  approaches  are 
needed  to  change  behaviour. 

Blane  and  Hewitt  (1977)  reviewed  available  evidence  on  the  effectiveness  of  mass 
media  for  getting  across  messages  from  the  public  services  and  the  findings  were  stated  to  be  not 
encouraging.  They  found  that  little  adequate  research  on  effectiveness  had  been  conducted.  Only 
four  studies  were  traced  where  a control  group  design  had  been  used  for  testing  before  and  after 
the  education  programme.  The  reviewers  made  the  following  recommendations  to  NIAAA  for 
action  and  research:  adoption  of  a marketing  strategy  in  planning,  designing  and  conducting 
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mass  media  public  education  programmes;  incorporation  of  an  interpersonal  communication 
dimension;  monitoring  of  all  aspects  of  the  programmes;  cooperation  between  alcohol  profes- 
sionals and  the  mass  media. 


In  the  USA,  NIAAA  has  promoted  a series  of  seven  population  sample  surveys  to 
evaluate  the  impact  of  NIAAA  mass  media  messages.  However,  the  analysis  focused  on 
measurement  of  public  opinion  rather  than  on  the  implications  for  prevention.  Kinder  (1975)  has 
reviewed  studies,  most  of  which  were  published  between  1963  and  1973,  concerning  the  effects 
of  education  on  drug  and  alcohol-related  attitudes.  Alcohol  education  programmes  are  found 
only  minimally  successful  in  changing  attitudes  and  effects  of  the  mass  media  are  reported  to  be 
largely  anecdotal  or  speculative.  A campaign  in  Pennsylvania  set  out  to  motivate  community 
forces  into  corrective  action  related  to  alcoholism  as  a social  problem.  It  included  a weekly  pro- 
gramme on  public  television  aimed  at  crystallizing  public  opinion  on  these  matters  (Dickman  & 
Keil,  1977).  Of  1200  persons  surveyed,  only  6.1%  were  familiar  with  the  campaign  and  only 
2.3%  reported  viewing  one  or  more  of  the  television  programmes.  The  evidence  indicated  that 
the  campaign  was  more  likely  to  generate  awareness  of  alcohol  problems  than  to  take  steps  to 
solve  them.  A major  failure  of  the  campaign  was  its  inability  to  reach  that  segment  of  the  popula- 
tion most  in  need  of  alcohol  information.  It  is  observed  that  such  failures  have  raised  serious 
questions  about  attempts  to  induce  social  change  by  means  of  mass  media. 


Polish  radio  has  a permanent  weekly  five-minute  programme  called  "Alcohol- 
alcoholism-alcohol"  prepared  by  the  Psychoneurological  Institute.  During  1975-76  the  Psycho- 
neurological Institute  and  the  Section  of  Literary  Programmes  of  the  Polish  radio  held  two  com- 
petitions: for  a script  and  for  a story  on  alcohol-related  problems.  About  a dozen  short  films 
were  made  to  be  shown  before  regular  pictures  in  cinemas,  or  in  special  showings.  An  evaluation 
was  made  of  the  effectiveness  of  educational  programmes  in  radio  broadcasting  (Zielinska, 
1977).  The  main  aim  was  to  make  society  aware  that  alcoholism  is  an  illness  that  can  and  should 
be  treated.  Groups  exposed  to  the  programme  were  stated  to  show  considerable  improvement  in 
the  direction  of  the  aim  compared  with  controls. 

In  Finland  there  have  been  eight  extensive  advertising  campaigns  in  the  press.  Some 
booklets  have  been  produced,  dealing  with  the  physiological  effects  of  alcohol,  alcohol  in  work- 
ing life,  etc.  Four  films  have  been  made  and  assistance  given  with  a number  of  TV  information 
spots.  Alko  works  in  cooperation  with  sporting,  adult  education  and  temperance  organizations. 
The  1977  response  from  Finland  states  that  preliminary  recognition  tests  show  that  Alko's  public 
interest  advertisements  in  newspapers  and  magazines  arouse  attention;  it  is  recognized,  though, 
that  changes  in  attitude  and  behaviour  cannot  be  expected  to  occur  rapidly  or  as  a result  of  a 
single  line  of  attack. 


The  Scottish  Health  Education  Unit  mounted  a campaign  on  alcoholism  in  1976,  com- 
prising four  films  shown  on  television  and  four  newspaper  advertisements.  The  aim  was  to  per- 
suade alcoholics  to  seek  treatment  and  to  educate  the  public  about  the  symptoms  of  alcoholism 
and  agencies  available  to  help  alcoholics  and  persons  with  alcohol  problems.  The  television  pro- 
gramme was  evaluated  (Plant  et  ah,  1977).  Although  the  campaign  did  not  significantly  increase 
the  level  of  knowledge  of  alcoholism  during  the  eight  months  of  the  evaluation,  nor  did  it  lead  to 
reduced  alcohol  consumption,  new  referrals  to  alcohol  treatment  agencies  rose  slightly  and  some 
hundreds  of  letters  were  received  requesting  help  and  advice.  It  is  proposed  that  each  area  of 
Scotland  should  have  an  area  health  education  officer  whose  responsibilities  will  include 
development  and  evaluation  of  local  information  and  education  on  alcohol  matters  in  collabora- 
tion with  the  area  health  authorities  of  the  Scottish  Health  Service.  This  proposal  is  already  being 
implemented. 
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Perhaps  the  best  example  of  a specific  attempt  to  limit  average  per  capita  alcohol 
consumption  through  public  education  comes  from  France,  where  the  two  national  bodies  have 
been  closely  concerned  in  such  work.  Their  programmes  of  public  education  have  been  based  on 
the  principle  of  moderation  in  the  consumption  of  alcoholic  beverages.  It  is  suggested  that  an 
adult  should  not  exceed  the  consumption  level  of  0.3  g ethanol  per  1000  g body  weight  per  main 
meal,  which  corresponds  to  about  1/4  litre  of  table  wine  for  a man  of  average  weight.  In  attemp- 
ting to  evaluate  the  effects  of  public  information  by  mass  media,  studies  have  been  made  of 
changes  in  opinion  concerning  alcohol-related  problems.  Opinion  polls  have  shown  that  atti- 
tudes of  the  general  public  towards  alcohol  consumption  have  changed  over  the  last  few  years.  A 
smaller  percentage  now  considers  that  alcohol  is  essential  to  health,  and  a higher  percentage,  that 
alcoholism  is  a real  danger  to  the  country.  A recent  survey  indicated  that  more  than  half  the 
population  considers  that  the  consumption  of  alcoholic  beverages  in  France  is  too  high.  Whether 
these  changes  in  attitude  are  a result  of  deliberate  public  education  campaigns  is,  of  course,  dif- 
ficult to  prove,  but  in  any  case  France  is  one  of  the  very  few  countries  where  per  capita  consump- 
tion of  alcohol  has  declined  in  the  last  few  years,  despite  increased  production. 

In  the  1976  Strasbourg  Congress  on  "Alcohol  and  Opinion",  organized  by  the  French 
National  Committee  for  Defence  against  Alcoholism  (France,  Comite  National  de  Defense  contre 
I'Alcoolisme,  1976/77)  several  examples  were  given  of  studies  on  changes  in  opinion.  Cardon 
reviewed  surveys  and  polls  carried  out  in  France  between  1967  and  1976  concerning  opinions  on 
alcohol  consumption  and  alcohol  problems.  He  concluded  that  the  risks  caused  by  excessive 
alcohol  consumption  are  fairly  well  appreciated  by  the  French,  that  the  consequences  of 
alcoholism  are  known  and  that  the  need  for  antialcoholic  information  is  established.  Two  other 
speakers  demonstrated  that  increase  in  knowledge  and  changes  in  opinion  or  attitude  are  not 
necessarily  accompanied  by  changes  in  behaviour  (Fontan,  Levy-Leboyer,  1976).  Such  changes, 
however,  may  be  an  essential  prerequisite  to  the  acceptance  of  measures  such  as  limiting  the 
availability  of  alcohol  which  may  lead  to  behaviour  changes. 

Room  (1976)  has  pointed  out  that  in  evaluating  educational  material,  attention  needs 
to  be  paid  to  general  principles  of  communication  effectiveness,  including:  relevance  to  the  target 
audience;  relation  of  contents  to  realities  among  the  audience;  instruction  on  what  to  do  in 
specific  situations;  immediate  relevance  of  the  message;  continuity  of  commitment  to  the  effort. 
This  last  point  has  seldon  been  taken  into  account.  Blane  (1976a)  refers  to  the  need  for  thorough 
pretesting  of  public  information  and  education  campaigns  and  monitoring  during  the  campaign; 
and  suggests  that  resources  might  be  more  profitably  used  to  develop  limited  programmes,  based 
on  pilot  research,  with  defined  target  populations  and  goals  specific  to  them.  He  notes  some  en- 
couraging short-term  responses  to  such  programmes.  Blane  (1976a)  cites  Ellul  (1965)  who  in- 
cludes among  the  conditions  of  effective  mass  persuasion:  congruence  with  pre-existing  attitudes 
and  fundamental  trends  in  a society;  consonance  with  the  facts;  pronouncements  of  judgements 
on  the  facts;  and  a continuing  and  lasting  campaign.  Few  campaigns  have  met  these  criteria. 

In  considering  health  education  in  general,  Blane  (1976c)  states  that  "a  strong  health 
education  campaign  not  only  includes  use  of  the  major  media,  but  attempts  to  generate  a sense  of 
community  purpose  and  involvement  by  imaginative  use  of  a wide  variety  of  techniques,  in- 
cluding honorific  and  symbolic  actions;  special  media  messages  via  newsletters,  etc.;  messages 
delivered  at  large  gatherings,  e.g.  sports  events;  participatory  activities,  and  so  on.  This  can  only 
be  accomplished  when  considerable  investment  has  been  made  in  developing  a public  relations 
unit  of  considerable  scope  and  size". 

It  would  seem  advisable  then  that  any  local  or  national  authority  that  decides  to  become 
involved  in  public  information  and  education  on  alcohol-related  problems,  having  first  agreed 
upon  a policy  and  objectives  for  the  programme,  should  then  seek  advice  on  the  cost  and  effec- 
tiveness of  the  various  techniques  that  might  be  employed  and  their  suitability  for  the  target  au- 
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dience.  Again,  this  will  involve  calling  upon  a variety  of  disciplines  for  advice,  (for  instance 
"alcohologists",  education  specialists,  experts  in  the  production  of  various  types  of  mass  media). 
It  will  mean  also  that  programmes  will  need  to  be  tested,  monitored,  and  adapted  possibly  over 
considerable  periods  of  time.  As  in  relation  to  most  preventive  efforts,  an  almost  insuperable  dif- 
ficulty is  the  evaluation  of  the  long-term  effects  of  public  education. 


The  Canadian  programme  'Dialogue  on  Drinking"  is  an  example  of  such  a carefully 
organized  effort.  It  is  a five-year  programme  combining  a mass-media  campaign  with  a com- 
munity involvement  component.  The  first  mass-media  campaign  began  in  October  1976  and  ran 
until  March  1977  using  newspapers,  magazines  and  radio  in  a two-part  series.  The  concern  about 
alcohol  use  expressed  by  citizens  in  response  to  the  first  part  was  fed  back  in  the  second  part  of 
the  campaign.  In  year  two,  a major  television  commercial  feature  was  run  from  December  1977 
to  February  1978.  It  portrayed  the  increasing  alcohol  consumption  patterns  over  several  Cana- 
dian generations.  An  assessment  indicated  that  approximately  one-fifth  of  the  viewing  public 
could,  unaided,  recall  the  content  of  the  message.  Message  recall  declined  slightly  over  an  eight- 
month  period  during  which  bill-boards  and  radio  were  used  to  maintain  a low  profile  of  the 
Dialogue  theme.  A further  television  series,  run  from  October  1978  to  January  1979,  utilized  the 
previous  programme,  together  with  two  new  commercial  features  focused  on  the  effect  of 
alcohol  on  family  and  social  relationships,  as  well  as  reinforcing  the  acceptability  and  right  of  the 
individual  to  decline  drinks  without  incurring  social  disapproval.  An  assessment  survey  is  being 
conducted.  During  the  1978  period,  a pilot  kit  was  also  developed  to  stimulate  community  in- 
volvement around  the  Dialogue  on  Drinking  theme.  The  kits  are  distributed  through  nine  pro- 
vincial Alcohol  and  Drug  Commissions.  Community  alcohol  workers  utilize  the  kits  with 
selected  target  groups,  such  as  service  clubs,  in  both  rural  and  urban  areas.  In  the  remaining 
period  the  focus  will  be  on  community  involvement. 


Most  public  information  and  education  programmes  are  directed  to  a wide  public,  but 
some  have  been  geared  to  specific  population  groups.  Several  countries  have  developed  pro- 
grammes specifically  for  young  people,  for  example.  Thus,  in  the  USA  the  National  Congress  of 
Parents  and  Teachers  has  collaborated  with  both  NIAAA  and  NHTSA  (see  table  13)  to  produce 
pamphlets  and  to  utilize  other  mass  media  with  the  objective  of  promoting  responsible  decisions 
among  young  people  concerning  use  or  non-use  of  alcohol.  A major  goal  of  the  National  Center 
for  Alcohol  Education  (NCAE)  is  primary  prevention  of  alcohol  abuse  through  development  of 
educational  materials  for  people  without  drinking  problems.  A recent  three-course  curriculum 
series  called  'Decisions  and  Drinking"  is  targeted  at  women.  Black  Americans  and  parents  of 
young  children.  The  aim  of  this  programme  is  to  encourage  people  to  articulate  the  choices  im- 
plicit in  their  drinking  behaviour  and  attitudes  so  that  they  can  decide  consciously  whether  or 
not  to  change  them.  The  courses  are  designed  to  be  led  by  a lay  person,  and  the  emphasis  is  on 
mutual  exploration  among  adults.  "Reflections  in  a Glass",  for  women,  recognizes  that  society's 
continuing  double  standard  for  men  and  women  is  evident  in  the  area  of  drinking  behaviour. 
'The  Power  of  Positive  Parenting"  course  emphasizes  that  parents  are  likely  to  be  the  single  most 
powerful  influence  on  their  children's  behaviour,  including  their  future  drinking  practices.  "An 
Ounce  of  Prevention",  the  course  for  Black  Americans,  recognizes  that  the  history  and  ex- 
perience of  Blacks  in  America  has  strongly  affected  their  drinking  practices  and  attitudes  toward 
alcohol. 


This  subsection  has  referred  to  public  information  and  education  on  alcohol-related  pro- 
blems in  general.  Information  and  education  concerning  alcohol-related  hazards  in  specific  con- 
texts - health,  family,  traffic  and  occupation  - are  discussed  in  section  8. 
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7-4 


School  Programmes 


Although  a certain  scepticism  is  apparent  concerning  the  value  of  public  education  as  a 
means  of  preventing  alcohol-related  problems,  there  is  hope  in  some  countries  that  a new  type  of 
school  programme  may  be  more  successful.  Such  programmes  are  being  worked  out  for  example 
in  Canada  and  the  United  Kingdom.  In  each  case,  careful  investigations  have  been  carried  out  on 
children's  health,  behaviour  and  motives  for  action.  On  that  basis,  educational  techniques  have 
been  developed  that  involve  the  young  people  in  finding  out  about  health  problems  (including 
those  related  to  alcohol  consumption)  and  making  decisions  about  how  to  act  themselves.  In 
Canada,  the  former  Non-medical  Use  of  Drugs  Directorate,  in  collaboration  with  the  Provinces, 
devised  a programme  ('The  Hole  in  the  Fence")  for  children  of  six  to  nine  years.  In  England  and 
Wales,  the  Health  Education  Council,  with  the  help  of  the  Schools  Council,  through  the  Univer- 
sity of  Cambridge,  has  designed  a project  entitled  'Living  Well"  for  pupils  of  8-16  years.  It  aims  to 
promote  healthy  living  by  helping  young  people  to  make  a positive  approach  to  the  challenges, 
complexities,  difficulties  and  anxieties  of  everyday  life  and  to  formulate  decisions  for  action.  The 
teacher  is  trained  to  act  as  a counsellor  and  to  provide  information  enabling  the  pupils  to  seek 
solutions  to  problems,  individually  or  in  groups.  Another  project  on  health  education  has  been 
developed  by  the  Schools  Council  and  comprises  a programme  for  children  of  5-8  years  called 
"All  About  Me"  and  another  for  those  aged  9-13  years  called  'Think  Well".  For  all  the  projects, 
teaching  guides  and  practical  exercises  have  been  developed  in  collaboration  with  a variety  of 
consultants,  and  are  being  tested. 

Such  programmes  aim  at  preventing  the  development  of  irresponsible  behaviour  in 
relation  to  health,  whereas  the  majority  of  former  school  programmes,  although  perhaps  ex- 
pected in  the  long  run  to  affect  behaviour,  were  more  closely  geared  to  increasing  knowledge  or 
possibly  influencing  attitudes  towards  alcohol  consumption.  Goodstadt  (1976)  sees  school  pro- 
grammes as  divided  into  two  models:  one  that  focuses  on  changing  behaviour  by  changing 
knowledge  and  attitudes,  and  the  other  that  focuses  on  values  as  guides,  and  influences 
behaviour.  He  concludes  from  his  review  that  neither  approach  has  had  much  impact  and  that 
the  second  type  shows  confusion  in  conceptualization  and  implementation.  A great  difficulty 
besetting  evaluative  studies  of  such  programmes  is  that  their  main  objective  may  be  to  change 
not  necessarily  current  behaviour  but  behaviour  over  a long  period:  in  the  interim  many 
variables  in  addition  to  education  will  have  intervened.  A number  of  publications  have  appeared 
on  innovations  in  teaching  about  alcohol  problems  (e.g.  Unterberger  and  Di  Ciccio,  1968)  but 
none  have  so  far  been  traced  that  evaluate  the  effects  on  behaviour. 

Blane  and  Roizen  (1976)  have  questioned  the  appropriateness  of  the  school  as  an  institu- 
tion for  dealing  with  information  for  the  purpose  of  moral  training  and  prevention  of  social  pro- 
blems. The  new  programmes  discussed  above,  however,  can  hardly  be  said  to  aim  at  moral 
training,  but  rather  training  in  self-reliance  and  decision-making  based  on  examination  of  pro- 
blems. 


In  many  countries,  even  where  no  such  innovative  course  has  been  designed,  informa- 
tion on  alcohol  problems  is  provided  either  in  special  courses  or  as  part  of  the  teaching  on  other 
topics,  and  examples  are  shown  in  table  14.  Increasingly,  such  information  is  being  given  as  part 
of  education  on  health,  including  nutrition  and  mental  health,  or  as  part  of  a civics  course.  For 
instance,  in  France,  instruction  related  to  alcohol  is  carried  out  in  all  classes  as  an  option  (civic 
education)  and  in  the  natural  science  programmes,  in  two  stages,  for  pupils  aged  10  years  and 
those  aged  14-15  years.  A compulsory  course  on  alcoholism  is  given  in  the  hygiene  programme 
leading  to  the  certificate  of  vocational  skill,  taken  at  the  age  of  18  years  in  the  technical  colleges. 
In  Finland,  too,  instruction  on  alcohol  matters  and  temperance  is  included  in  the  civics  course  in 
the  nine-year  comprehensive  schools.  Such  teaching  is  included  in  the  curricula  on  hygiene  and 
family  education  in  the  upper  grades  of  elementary  and  in  secondary  schools  in  Poland,  although 
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special  lectures  are  also  given.  In  some  British  schools  the  education  is  part  of  a general  course  in 
personal  relationships,  biology  or  social  education.  In  most  of  the  States  in  Australia,  informa- 
tion on  alcohol  is  included  in  health  education  which  also  deals  with  tobacco  and  other  drugs. 
Frequently,  alcohol  matters  are  studied  in  connection  with  human  and  personal  relations.  New 
educational  programmes  are  being  worked  out,  some  of  which  are  in  a trial  stage.  An  Alcohol 
Curriculum  Project  for  junior  secondary  students  entitled  'Alcohol  Science"  has  been  introduced 
experimentally  in  some  schools  in  South  Australia.  This  project  aims  at  changing  attitudes 
towards  alcohol  through  information  and  relating  science  concepts  to  real  life  situations.  In 
Queensland,  alcohol  education  is  now  integrated  into  various  subject  matters.  This  wider  ap- 
proach emphasizes  using  the  interests,  needs  and  concerns  of  students,  teachers  and  the  com- 
munity as  a starting  point  for  development  of  a unique  curriculum  to  meet  the  specific  re- 
quirements of  a particular  grade  level,  school  or  group  of  schools  in  subjects  such  as  home 
economics,  citizenship  education  and  English,  as  well  as  health.  Nine  specially  trained  alcohol 
education  advisory  teachers,  attached  to  various  regional  education  offices  and  the  office  of  the 
Queensland  Co-ordinating  Committee  on  Alcoholism,  provide  school  staff  with  professional 
assistance  in  designing  programmes. 

Legal  provisions  exist  in  some  countries  stipulating  that  education  on  alcohol  and  alcohol 
problems  should  be  compulsory  in  all  public  schools  (e.g.  USA,  Ireland)  or  even  in  private 
schools  as  well  (e.g.  Venezuela). 

The  preparation  of  courses  and  curricula  on  the  topic  may  be  in  the  hands  of  a special 
body.  In  Norway,  for  example,  the  National  Board  of  Temperance  Education  is  responsible  for 
teaching  on  alcohol  problems  in  schools.  In  Chile,  an  educational  programme  for  schools  has 
been  worked  out  by  the  Section  of  Mental  Health  of  the  National  Health  Service  in  collaboration 
with  the  Ministry  of  Education  and  has  now  been  widely  tested.  A detailed  school  programme 
for  prevention  of  alcoholism  was  prepared  in  Costa  Rica  through  five  years  of  work  by  the  Cen- 
tre for  Studies  on  Alcoholism  of  the  National  Institute  of  Alcoholism,  with  the  help  of  the  WHO 
Regional  Office  for  the  Americas  (PAHO)  and  was  introduced  into  the  primary  schools  in  1978. 
Alcohol  education  in  the  public  schools  is  mandated  by  law  in  almost  all  of  the  States  of 
America.  A variety  of  curricula  for  alcohol  education  are  provided  free  of  charge  to  individual 
schools  and  to  school  districts  by  NIAAA,  the  Office  of  Education,  and  various  State  alcohol 
agencies.  Two  multi-media  alcohol  education  curriculum  packages  have  been  produced  through 
the  joint  efforts  and  combined  funds  of  the  Office  of  Education  and  NIAAA.  This  project  is 
designed  to  help  young  people  make  responsible  decisions  on  the  use  or  non-use  of  alcoholic 
beverages.  Each  package  consists  of  a film  series  (also  available  in  video  cassette)  and  an  accom- 
panying teacher  manual  and  student  booklet. 

Some  of  the  responses  to  the  WHO  inquiries  mentioned  that  teaching  on  alcohol  pro- 
blems was  carried  out  in  all  schools,  but  the  responsible  authority  was  not  stated.  Others  noted 
that  there  was  no  national  authority  but  that  initiatives  were  taken  at  a local  level.  This  is  true, 
for  example,  in  Switzerland,  where  education  is  within  the  competence  of  separate  cantons  and 
there  is  no  federal  legislation  on  the  matter.  In  many  cantons  some  information  on  alcohol- 
related  problems  is  provided  during  courses  on  road  traffic.  In  the  Canton  of  Geneva,  the  Youth 
Health  Service  organizes  health  education  by  physicians,  who  provide  information  on  alcohol 
and  drug  problems  to  all  school  children  over  the  age  of  13  years.  In  Queensland,  Australia,  a 
special  body  is  in  charge  of  developing  educational  programmes  on  alcohol  in  all  schools  and  col- 
leges, but  in  all  other  Australian  States  this  is  included  in  school  drug  education  programmes.  In 
the  United  Kingdom,  the  Department  of  Education  and  Science  encourages  health  education  on 
alcohol  but  the  decision  about  inclusion  in  the  curriculum  is  made  by  the  individual  schools.  In 
Sweden,  the  individual  teacher  decides  on  the  planning  of  the  instruction  and  the  time  to  be  allot- 
ted to  it. 
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Information  about  the  ages  at  which  the  instruction  is  given  and  the  duration  of  the 
courses  is  available  for  a few  countries.  In  Sweden,  for  example,  such  teaching  is  given  in  all 
classes  of  the  nine-year  compulsory  school  as  well  as  in  the  senior  high  school.  In  Venezuela, 
courses  lasting  20  minutes  per  week  are  given  throughout  the  first  four  grades  of  primary  school 
(7-11  years).  In  more  advanced  education,  instruction  on  alcohol  matters  is  included  with  train- 
ing in  biology,  chemistry,  psychology  and  sociology. 

Various  methods  of  providing  such  education  are  employed,  including  lectures,  study  of 
specially  prepared  pamphlets,  films,  tape-recordings.  Some  experimentation  is  being  carried  out 
concerning  the  most  suitable  methods  according  to  the  age  of  the  pupils.  Most  authorities  have 
veered  away  from  emphasis  on  "scare  techniques"  and  towards  a presentation  of  factual  material 
and  stimulation  of  individual  investigation  and  decision-making. 

It  should  not  be  forgotten,  of  course,  that  much  information  reaches  schoolchildren 
from  sources  outside  school.  In  France,  a questionnaire  comprising  10  questions  on  alcohol  and 
alcohol  problems  was  completed  by  50  000  school  children  (third  year  of  secondary  school,  final 
year  of  technical  school).  Faurobert  & Rousset  (1976)  concluded  from  a study  of  the  responses 
that  the  respondents  had  received  their  information  mainly  from  the  press  and  television  and  not 
from  the  school. 

The  WHO  Regional  Office  for  Europe,  in  a joint  programme  of  mental  health  and 
health  education,  has  been  collecting  material  on  health  education  programmes  related  to  smok- 
ing, alcoholism  and  drug  abuse.  A consultant  has  analyzed  the  material  from  12  selected  Euro- 
pean countries  and  his  final  report  will  be  used  as  the  basis  for  a working  group  meeting  on 
health  education  programmes  for  schoolchildren  and  their  parents  (Vuylsteek,  1979). 

7.5  Professional  Programmes 

Table  15  provides  summary  information  about  professional  programmes  in  various 
countries.  It  is  apparent  that,  in  some,  courses  are  available  for  a wide  variety  of  professional 
personnel,  such  as  the  health,  welfare,  legal,  educational  and  law  enforcement  professions,  but 
there  seems  to  have  been  little  attempt  nationally  in  any  country  to  ensure  the  inclusion  of 
suitable  theoretical  and  practical  training  into  all  the  relevant  curricula.  Important  initiatives 
have,  however,  been  taken  in  a few  countries  in  this  direction. 

In  Canada,  for  example,  the  Health  Promotion  Directorate  is  collaborating  with  the  Pro- 
vincial and  Territorial  drug  agencies  to  develop  a National  Training  System  for  persons  working 
in  the  addictions  field.  Following  an  assessment  of  needs  in  1975,  a National  Planning  Committee 
on  Training  for  Alcohol  and  Drug  Services  was  established  which  assigned  priority  to  two  major 
issues:  the  unevenness  of  basic  knowledge  about  alcohol  and  other  drug  dependencies  held  by 
workers  in  the  field;  and  the  need  to  ensure  that  the  knowledge  and  skill  of  training  staff  was  at  a 
high  level.  In  reference  to  the  first  issue,  a publication  entitled  Core  Knowledge  in  the  Drug  Field: 
a Manual  for  Trainers  was  produced  in  1978.  It  contains  12  information  packages:  historical 
aspects  and  current  developments;  overview  of  alcohol /drug  programmes  in  Canada;  law  and 
social  policy;  economics,  social  cost;  prevention;  definition  and  parameters  of  addictions; 
classification  and  symptomatology;  etiology;  pharamacology;  treatment;  ethics  and  professional 
attitudes;  and  evaluation.  In  response  to  the  second  issue,  a training  project  entitled 
'Training  of  Trainers"  involved  21  participants  from  across  Canada.  Seven  training  sessions  over 
a 16-month  period  were  completed  by  January  1979.  The  sessions  covered  adult  education 
theory  and  practice,  design,  delivery  and  evaluation,  communications  theory  and  training  in  the 
organizational  context.  In  the  next  phase  of  the  National  Training  System,  emphasis  will  shift 
from  the  national  level  to  programme  development  at  the  jurisdictional  and  interjurisdictional 
levels  relying  on  graduates  from  the  courses  on  "Core  Knowledge"  and  the  'Training  of  Trainers". 
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Much  impetus  has  been  given  to  professional  training  in  the  USA  through  four  Area 
Alcohol  Education  and  Training  Programmes  (AAETP),  started  in  1975  and  supported  by 
NIAAA.  Each  of  the  areas  comprises  a number  of  States  and  has  an  AAETP  administrative  body 
charged  with  identifying  local  needs  and  then  helping  to  develop  relevant  education  and  training 
programmes.  Stipends  are  awarded  to  assist  individuals  in  training  in  alcohol  treatment  or 
preventive  programming;  to  help  institutions  develop  training  materials  and  conduct  courses; 
and  to  run  seminars  and  conferences.  The  State  Prevention  Co-ordination  (SPC)  programme 
under  NIAAA  has  also  helped  some  communities  to  coordinate  training  programmes.  NIAAA 
has  funded  a Career  Teacher  programme  providing  grants  to  individuals  in  medical  schools  to 
design  an  alcohol  education  course  for  inclusion  in  the  medical  school  curriculum.  So  far  44  insti- 
tutions have  been  involved.  A university  project,  also  directed  by  NIAAA,  encourages  preven- 
tion efforts  and  education  programmes  in  institutions  of  higher  education.  A "Whole  College 
Catalog"  has  been  produced  that  describes  strategies  for  new  prevention  programmes  on  the 
campus.  Of  the  original  63  participating  universities,  81%  are  continuing  this,  which  is  reported 
as  planned  to  expand  to  include  500  institutions  of  higher  education. 


Stimulus  is  being  given  to  improvement  of  professional  education  on  alcohol-related 
matters  through  the  Centre  for  Studies  on  Alcoholism  in  Costa  Rica,  which  has  developed  a 
training  course  on  alcohol  and  alcoholism  within  the  Faculty  of  Education  of  the  University  of 
Costa  Rica.  In  Mexico,  CEMESAM  (Mexican  Centre  for  Studies  in  Mental  Health)  has  started  to 
work  with  the  Ministry  of  Health  to  improve  professional  training. 


In  Europe,  most  countries  appear  to  provide  for  some  training  on  alcohol  problems  in 
curricula  for  health  and  social  welfare  personnel  and  in  some  cases  for  other  professions:  the 
response  related  to  Sweden  in  1972  refers  to  courses  in  the  curricula  for  a wide  variety  of  profes- 
sions. In  some  cases,  however,  the  initiative  for  training  is  taken  by  independent  bodies.  In  the 
French-speaking  part  of  Switzerland,  for  example,  GREAT,  an  association  for  study  of 
alcoholism  and  drug  dependence  ("Groupement  romand  detudes  sur  I'alcoolisme  et  les  toxico- 
manies")  organizes  regular  courses  for  physicians,  other  treatment  and  care  personnel,  social 
workers  and  directors  of  therapeutic  houses  for  alcoholics.  The  training  includes  practical  work. 
In  the  German-speaking  part  of  the  country  the  Swiss  Association  of  Experts  for  Assistance  to 
Persons  Endangered  by  Alcohol  and  Drug  Dependence  (Verband  von  Fachleuten  fiir  Alkohol- 
gefahrdeten  - und  Suchtkrankenhelfe)  carries  out  similar  activities.  Payer  (1974)  has  reported  on 
a state-supported  Institute  of  Alcohology  in  France,  aiming  to  train  medical  specialists  in  alco- 
holism with  a multi-disciplinary  background,  as  well  as  providing  other  courses.  The  Alcohol 
Education  Centre  in  London  was  established  in  1972  to  provide  a national  body  for  initiating  and 
coordinating  professional  education  on  alcohol  and  alcoholism  throughout  England  and  Wales. 
It  is  an  independent  organization  funded  by  the  Department  of  Health  and  Social  Security  and 
works  in  cooperation  with  the  Medical  and  National  Councils  on  Alcoholism  and  with  many 
other  professional  and  national  bodies,  including  the  universities.  The  special  consultative  func- 
tions are  being  expanded  to  make  them  available  to  other  agencies.  In  September,  1976, 
for  example,  a special  conference  was  held  for  senior  doctors  on  "Alcoholism,  Advances  in 
Medical  and  Psychiatric  Understanding"  and  in  January,  1977,  a conference  was  devoted  to 
alcohol  consumption  and  the  distribution  curve  (the  Ledermann  curve).  Close  links  are  maintain- 
ed with  local  councils  on  alcoholism,  e.g.  the  Merseyside,  Lancashire  and  Cheshire  Council  that 
organizes  annual  conferences  on  alcoholism  and  drug  dependence;  and  with  the  Health  Educa- 
tion Councils  of  England  and  Wales  and  of  Scotland. 


A new  professional  course  was  initiated  in  1978  in  the  School  of  Public  Health  and 
Tropical  Medicine,  Sydney,  Australia,  leading  to  the  degree  of  Master  of  Public  Health.  It  is 
hoped  to  introduce  courses  with  special  emphasis  on  dependency-related  syndromes  by  1980. 
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In  Thailand,  following  the  1975  Bangkok  Conference  on  Alcoholism  and  Drug 
Dependency,  the  Ministry  of  Health  established  a Drug  Dependence  Prevention  and  Research 
Centre  in  Bangkok  which  now  has  a programme  of  health  education  on  alcohol  and  other  drugs. 
A travelling  exhibition  has  been  prepared  and  a team  of  health  education  and  other  profes- 
sionals, headed  by  a psychiatrist,  is  visiting  each  of  the  15  regional  areas.  An  intensive  health 
education  course,  which  gives  considerable  attention  to  alcohol  problems,  is  provided  to  senior 
health  officers  and  other  health  workers  of  each  region.  The  courses  are  modelled  partly  on  those 
provided  by  the  Alcohol  Education  Centre  in  London. 

Summer  schools  and  special  courses.  In  a number  of  countries,  training  on  alcohol- 
related  problems  in  general  or  on  particular  aspects  is  provided  through  summer  schools  held  at 
regular  or  frequent  intervals,  and  through  special  courses.  Although  some  of  these  are  designed 
for  particular  professional  groups,  others  are  specifically  organized  to  take  advantage  of 
multidisciplinary  knowledge  and  experience  among  the  participants. 

In  1977  a list  of  37  summer  schools  for  alcohol  studies  was  compiled  for  the  United 
States  alone.  Probably  the  best  known  is  the  Rutgers  Summer  School,  held  at  Rutgers  Univer- 
sity, where  the  Rutgers  Center  of  Alcohol  Studies  succeeded  the  Yale  University  Center. 

Special  seminars  on  alcohol  problems  are  given  in  most  Canadian  Provinces  for  civil 
servants,  the  armed  forces,  professionals  and  post-secondary  school  students.  Almost  all  Pro- 
vinces hold  summer  schools  organized  by,  or  in  cooperation  with  the  universities.  Most  Pro- 
vinces also  run  seminars  and  courses  and  produce  background  educational  materials  for 
widespread  use.  The  Addiction  Research  Foundation  of  Ontario  has  recently  established  the 
School  for  Addiction  Studies.  In  addition  to  Provinces,  some  private  associations  offer  summer 
school  courses  on  addictions  in  collaboration  with  universities.  Some  community  colleges  and 
universities  offer  certificate  courses  in  addiction  studies  as  part  of  their  regular  curricula. 

The  Caribbean  Institute  on  Alcoholism,  created  with  the  sponsorship  of  the  College 
of  the  Virgin  Islands  and  the  Virgin  Islands  Department  of  Health,  held  Summer  Institutes  in 
1975  and  1976  for  students  from  eight  Caribbean  countries  with  faculty  from  the  USA,  Canada 
and  the  Caribbean. 

The  Alcohol  Education  Centre  in  London  organizes  an  annual  Summer  School  and  a 
regular  Advanced  School,  as  well  as  special  short  courses,  seminars,  conferences  and  workshops. 
The  courses  are  structured  to  provide  an  opportunity  for  sharing  skills  and  experience,  since  the 
participants  come  form  a wide  variety  of  professions,  including  social  work,  general  and  com- 
munity medicine,  psychiatry,  nursing,  health  education,  teaching,  psychology,  law,  law  enforce- 
ment, religion,  social  science,  etc.  Although  the  majority  work  in  Britain,  students  from  Canada, 
USA,  Australia,  New  Zealand,  Eire  and  many  European  countries  have  attended  the  courses. 
Special  courses  have  been  designed  for  particular  professional  groups  or  local  areas  and  many 
courses  have  been  devoted  to  particular  topics. 

The  Scottish  Council  for  Health  Education  provides  one-  and  two-day  in-service  train- 
ing courses  for  social  workers,  teachers,  the  medical  profession,  etc.,  as  well  as  an  annual  train- 
ing course. 

Training  for  providing  information  and  education  to  others.  Some  countries  have 
organized  special  courses  for  teachers.  For  example,  systematic  courses  are  run  in  Poland  by  the 
Polish  National  Anti-alcoholic  Committee;  the  Health  Education  Bureau  runs  courses  for  school 
teachers  in  Ireland.  The  response  to  the  1971  WHO  inquiry  refers  to  a questionnaire  sent  to  In- 
stitutes of  Education  and  Teacher  Training  Colleges  in  Britain.  About  one-third  stated  that  they 
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had  no  such  specific  training,  about  one-third  gave  one  or  two  lectures  on  these  topics,  and  one- 
third  gave  more  intensive  training.  In  Sweden,  an  eight-hour  course  on  alcohol  and  other  drug 
problems  was  included  in  the  year  of  training  at  teachers'  colleges  and  other  courses  were  provid- 
ed during  compulsory  continued  education  for  teachers.  Orientation  courses  on  alcohol  and  drug 
problems  have  been  organized  throughout  Thailand  for  school  principals.  In  Australia  there  is  a 
strong  move  towards  providing  all  teachers  with  some  training  in  health  education  and  for  some 
to  become  specialists  in  health  education.  The  aim  is  to  have  at  least  one  qualified  health 
educator  (well  versed  in  matters  concerning  alcoholism)  at  each  secondary  school.  A Career 
Teacher  Training  Programme  is  being  organized  for  specially  qualified  personnel  to  develop 
education  on  alcohol  and  other  drug  problems  in  their  parent  training  institution.  Teachers  have 
been  involved  in  the  preparation  and  testing  of  new  school  educational  courses  in  Chile. 

The  Alcohol  Education  Centre  in  London,  United  Kingdom,  is  developing  a training 
scheme  for  voluntary  alcoholism  counsellors  who  operate  from  the  Regional  Information  Cen- 
tres affiliated  to  the  National  Council  on  Alcoholism.  They  provide  information  and  advice  as 
well  as  having  a counselling-treatment  role.  The  scheme  is  being  funded  in  the  pilot  stage  by  the 
Department  of  Health  and  Social  Security.  The  Scottish  Health  Education  Unit  sponsors  the 
training  of  counsellors  on  alcoholism  together  with  the  Council.  Similarly,  in  the  USA,  a na- 
tional body  certifies  the  competence  of  "certified  alcoholic  counsellors",  to  be  applied  ror  by  per- 
sons who  have  completed  an  approved  training  programme  in  alcohol  studies  and  have  a year's 
experience  in  alcoholism  counselling.  In  Finland,  one  college  maintained  by  the  temperance 
movement  trains  temperance  instructors,  who  may  become  temperance  secretaries,  of  which 
there  is  one  in  each  locality. 

Other  programmes.  A variety  of  additional  specialized  education  and  information 
programmes  are  to  be  found  in  various  countries.  The  outstanding  example  of  programmes  for 
persons  with  alcohol-related  problems  is  the  work  of  Alcoholics  Anonymous  (AA)  which  in- 
cludes continual  information  and  education  through  AA  meetings  where  experience  is  regularly 
exchanged.  AA  publishes:  AA  Grapevine:  The  International  Monthly  Journal  of  Alcoholics 
Anonymous. 

In  some  programmes  (e.g.  in  Prague  and  Zagreb)  alcoholics  under  treatment  are 
obliged  to  follow  a course  on  alcohol  and  alcoholism  and  to  pass  a test  at  the  end.  It  is  considered 
that  this  may  help  to  prevent  recidivism. 

Programmes  for  families  of  alcoholics  include  the  Al-Anon  programme,  which  is 
directed  specifically  to  families  of  alcoholics,  and  Alateen  for  teenagers.  These  organizations  are 
now  developing  in  many  countries.  The  Alcohol  Information  Centres  also  provide  information 
and  guidance  to  families  through  counsellors. 

Special  courses  have  been  arranged  in  various  countries  to  meet  the  special  interests  of 
particular  groups.  In  Britain,  for  example,  considerable  interest  in  the  work  of  the  Alcohol 
Education  Centre  has  been  expressed  by  members  of  the  liquor  industry  and  a number  of  courses 
have  been  run  for  them  and  consultant  help  has  been  provided  to  a distillery  company.  Alcohol- 
related  problems  are  found  to  occur  at  a particularly  high  level  within  these  industries  which 
would  therefore  be  a good  focus  for  preventive  strategies.  Other  groups  at  particularly  high  risk 
are  found  within  the  armed  forces.  The  Centre  has  run  special  courses  for  the  US  Air  Force  in 
Europe  and  for  the  US  Navy. 
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Table  13. 

National  and  Local  Bodies  Concerned  with  Public  and  Professional  Information 

ON  Alcohol-related  Problems 


Country  Bodies 


Comments 


References 


AFRICA 

Mauritius 

1.  Ministry  of  Health 

2.  Ministry  of  Youth 

3.  Ministry  of  Social  Security 

1.  Health  education  programmes  on 
radio  and  television.  Lectures  and 
seminars  in  youth  clubs  or  gatherings. 

1977  response 

Zambia 

1.  Health  Education  Unit 
the  Ministry  of  Health 

1977  response 

2.  National  Council,  United 
National  Independence  Party 

Chief  policy-making  body  of  the 
country,  at  which  all  cadres  are  repre- 
sented, recommended  that  the  party  and 
government  should  embark  on  a 
vigorous  education  campaign. 

1977  response 

AMERICAS 

Argentina 

Pilot  school  on  Anti-Alcoholic 
Education  (Escuela  Piloto  de 
Educacion  Antialcoholica) 

1977  response 

Canada 

1.  Non-Medical  Use  of  Drugs 
Directorate 

2.  Provincial  Institutes  and 
Foundations 

1.  Federal  body;  collaborating  with 
provinces  in  development  of  informa- 
tion and  education  policies  and 
materials. 

1977  response 

Chile 

1.  Section  of  Mental  Health 

of  the  National  Health  Services 

2.  Ministry  of  Education 

1.  & 2.  Have  developed  a programme 
of  primary  prevention  of  alcoholism  in 
schools. 

1977  response 

3.  National  Health  Service 

3.  Provides  information  and  holds 
courses  for  professionals,  other  groups 
and  the  general  public. 

1977  response 

Costa  Rica 

1.  National  Institute  on 
Alcoholism  (Instituto  nacional 
Sobre  Alcoholismo,  INSA) 

1.  Education  campaigns  through  mass 
media;  attached  to  Ministry  of  health. 

INSA,  1974 

2.  Centre  for  Studies  on 
Alcoholism  (Centro  de 

Estudios  Sobre  Alcoholismo, 
CESA) 

3.  Ministry  of  Public 

Education 

4.  Department  of  Mental 

Health 

5.  National  Committee  of 
Mental  Health 

2.  Specialized  body  within  National 
Institute  on  Alcoholism,  established 

1972.  Demonstrations  of  techniques  of 
treatment,  staff  training,  research  and 
counselling  of  national  and  international 
authorities  on  health  damage  caused  by 
alcohol. 

3.  Involved  in  preparation  of  educa- 
tional programmes  and  manuals  and 
coordinates  implementation. 

4.  Conferences  for  the  public;  profes- 
sional training. 

CESA,  1975 

6.  Instituto  Nacional  de 

Seguros 

6.  Information  through  mass  media, 
particularly  concerning  drinking  and 
driving. 

1978  response 
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Table  13.  (contd.) 

National  and  Local  Bodies  Concerned  with  Public  and  Professional  Information 

ON  Alcohol-related  Problems 


Country  Bodies 


Comments 


References 


Dominican 

Republic 


Honduras 


Mexico 


Peru 

USA 


Centre  for  Information  and 
Documentation  on  Alcohol 
and  Drugs  (part  of  Drugs  and 
Alcohol  Unit) 


Division  of  Mental  Health 


1.  Ministry  of  Health  and 
Welfare 

2.  Ministry  of  Education 

3.  Mexican  Centre  for  Studies 
in  Mental  Health  (Centro 
Mexicano  de  Estudios  en 
Salud  Mental  - CEMESAM) 


Ministry  of  Education 


Has  a specialized  library,  conference  1978  response 

room  and  telephone  information 

service.  Publishes  educational  material 

and  carries  out  prevention  campaigns 

through  mass  media. 

Organizes  fora,  seminars,  talks  and  1977  response 

develops  informative  material  for 
schools,  professional  groups,  e tc. 

1.  Conducting  campaigns.  1977  response 


3.  Collaborates  closely  with  Mental  1977  response 

Health  Department  of  Ministry  of 

Health  and  Welfare  in  information  and 

education  projects  on  mental  health, 

drug  dependence  and  alcoholism. 

Pamphlets  on  recognition  of  alcohol 
problems.  Courses  for  health  personnel. 

1977  response 


1.  National  Institute  on  Alco- 
hol Abuse  and  Alcoholism 
(NIAAA) 


2.  National  Clearinghouse  for 
Alcohol  Information  (NCALI) 

3.  National  Center  for  Alcohol 
Education 


4.  National  Council  on 
Alcoholism  (NCA) 


1.  Government  body  established  1970; 
now  part  of  the  Alcohol  Drug  Abuse 
and  Mental  Health  Administration  in 
the  Public  Health  Service  of  the  Depart- 
ment of  Health,  Education  & Welfare. 
Since  early  1972  has  been  conducting 
mass  media  campaign  on  responsible 
drinking  and  awareness  of  symptoms, 
consequences  and  treatability  of 
alcoholism.  Funds  a Career  Teacher 
programme  for  alcohol  education. 
Courses  in  medical  schools  (44  in  1977). 

2.  Established  by  NIAAA  to  provide 
current  information  about  all  aspects  of 
alcoholism. 

3.  Established  by  NIAAA  to  stimulate 
training  and  education  in  prevention. 
Provides  direction  and  technical  assist- 
ance to  States  divided  into  4 regions. 

4.  Voluntary  body  founded  1944  (as 
National  Committee  for  Education  on 
Acoholism).  Branches  throughout  the 
country.  Public  and  professional  educa- 
tion including  mass  media  campaigns. 
Provides  national  forum  for  a variety  of 
special  interest  groups. 


1977  response 
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Table  13.  (contd.) 

National  and  Local  Bodies  Concerned  with  Public  and  Professional  Information 

ON  Alcohol-related  Problems 


Country 

USA 

(contd.) 


Venezuela 


EUROPE 

Austria 

Belgium 


Czechoslo- 

vakia 


Denmark 


Finland 


Bodies 


Comments 


References 


5.  National  Highway  Traffic 

5.  Established  within  Departments  of 

Safety  Administration 

Transportation.  National  mass  media 

(NHTSA) 

campaign  started  1970  with  focus  on 
prevention  of  alcohol-related  traffic 
accidents.  Initiated  Alcohol  Safety 

Action  Projects  (ASAPs)  now  operating 
in  35  States  and  including  information 
and  education  components. 

6.  National  Safety  Council 

6.  Voluntary  body.  Campaign  against 
drinking  and  driving  in  1940s,  renewed 
campaign  started  1970. 

7.  National  Congress  of 

Collaborates  with  NIAAA  and  NHTSA 

Parents  and  Teachers 

in  alcohol  education  projects  with  focus 
on  young  people. 

8.  U.S.  Jaycees 

Initiates  prevention  programmes,  e.g. 
through  mass  media  via  local  branches. 

1.  Educational  Council  on 
Alcoholism  (Consejo  Educa- 
tivo  sobre  el  Alcoholismo) 

2.  Division  of  Mental  Health, 

2.  Workshops  for  professionals.  Infor- 

1977 response 

Ministry  of  Health  and  Social 
Welfare 

mation  through  mass  media 

Ministries  of  Education  and 

Arrange  annual  week  of  information  on 

1972  response 

Health 

alcohol  and  drug  problems. 

National  Committee  for  the 

Voluntary  body,  subsidized  by  Ministry 

1977  response 

Study  and  Prevention  of  Alco- 

of Health.  Organizes  an  annual  one- 

holism  and  Other  Drug  Depen- 

week information  campaign  and  a 

dence  (Comite  National  pour 

school  day  on  problems  of  alcohol  and 

ITtude  et  la  Prevention  de 

other  drugs;  participates  in  summer 

I'Alcoolisme  et  des  Autres 

schools  and  conferences;  specialized 

Toxicomanies) 

library  on  alcohology. 

1.  Alcohol  Department 

1.  Involved  in  attempts  to  create  new 

1971  response 

(Prague) 

2.  Red  Cross 

3.  Socialist  Academy 

forms  of  school  education. 

1.  Ministry  of  Education 

1.  Teacher  training  on  alcoholism. 

1977  response 

2.  Committee  of  Health 

2.  Preventive  information  through 

Education 

films,  lectures,  etc. 

3.  National  League  of  Tempe- 
rance Societies 

3.  Teaching  and  consultants  service. 

4.  Association  of  county 
alcohol  outpatient  clinics 

4.  4-day  courses  on  alcoholism. 

1.  Oy  Alko  Ab 

1.  Monopoly  control  body.  Extensive 
mass  media  campaigns  since  1972.  Some 
booklets  and  films. 

1977  response 

2.  League  of  Finnish  Tempe- 

2. Public  information.  Training  of 

rance  Organizations 

instructors  for  local  groups. 
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Table  13.  (contd.) 

National  and  Local  Bodies  Concerned  with  Public  and  Professional  Information 

ON  Alcohol-related  Problems 


Country  Bodies 


Comments 


References 


France 


Germany 
Fed.  Rep. 


Ireland 


1.  High  Committee  for  Study 
and  Information  on  Alcohol- 
ism (Haut  Comite  d'Etude  et 
d'Information  sur  I'Alcoolisme) 

2.  National  Committee  for 
Defence  against  Alcoholism 
(Comite  national  de  Defense 
contre  I'Alcoolisme) 

3.  Ministry  of  Education 

4.  Medical  Group  for  Studies 
on  Alcoholism  (Groupement 
Medical  d'Etudes  sur  I'Alcoo- 
lisme:  CMEA) 

5.  Institute  of  Alcohology 

6.  Health  Education 
Committees: 

— French  Committee  for 
Health  Education 

— French  Red  Cross 

— Committee  for  Health  and 
Social  Education  in 
Pharmacy 

— Scientific  Society  of  Nutri- 
tion and  Hygiene 

— National  Sobriety  Education 


1.  Established  1954.  Collects  data  on 
alcoholism  and  disseminates  informa- 
tion. Publicity  campaigns  in  cooperation 
with  national  associations. 

2.  Provides  information  on  alcoholism 
and  available  treatment  facilities  through 
its  90  departmental  branches  and  nume- 
rous local  committees.  Edits  "Alcool  ou 
SantC'. 

3.  In  charge  of  school  education. 

4.  Established  1942.  Plays  an  important 
role  in  the  education  of  the  medical 
profession. 

5.  Research  and  documentation. 

6.  Education  on  alcohol  problems 
included. 


1977  response 


Central  German  Office  against 
Dangers  of  Addiction 
(Deutsche  Haupstelle  gegen  die 
Suchtgefahren,  DHS) 


Information  Campaigns,  staff  training, 
research;  organizes  seminars  and  confe- 
rences. Publishes  "Suchtgefahren" 
(professional  journal). 


1.  Department  of  Health  1.  Specialist  section  dealing  with  mental 

health  and  alcoholism  responsible  for 
liaison  with  Health  Education  Bureau  in 
matters  of  prevention. 

2.  Health  Education  Bureau  Responsibility  for  all  aspects  of  health 

education,  including  information  and 
education  on  alcohol-related  problems. 
Runs  mass  media  campaigns  against 
alcohol  problems. 

3.  Irish  National  Council  on 
Alcoholism 


DHS,  1976 


1977  response 


Netherlands  1.  National  Commission 
against  Alcoholism 

2.  People's  League  against 
Alcohol  Abuse 

3.  Federation  of  Institutions 
for  Care  of  Alcoholics  (FZA) 


1.  Provides  widespread  information.  1971  response 

Sends  representatives  to  summer 

schools,  edits  'Tacts"  (quarterly  journal). 

2.  Provides  extensive  im'^ormation  and 
documentation  on  alcoholism;  recently 
also  on  other  drug  problems. 

3.  Among  other  activities,  provides 
public  information. 
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Table  13.  (contd.) 

National  and  Local  Bodies  Concerned  with  Public  and  Professional  Information 

ON  Alcohol-related  Problems 


Country  Bodies 


Comments 


References 


Poland  1.  Permanent  Government 

Commission  on  Alcohol 
Problems 

2.  Ministry  of  Education 


3.  Polish  National  Antialco- 
holic Committee:  Centre  for 
Information  and  Research  on 
Alcoholism 


4.  Psychoneurological  Re- 
search Institute:  Department  of 
Alcoholism  & Drug 
Dependence 

Sweden  1.  Committee  on  Health 

Education  in  the  National 
Board  of  Health  & Welfare 

2.  Special  Council  on  Alcohol 
Questions,  National  Board  of 
Health  & Welfare 

3.  Swedish  Council  for  Infor- 
mation on  Alcohol  and  Other 
Drugs  (CAN) 


4.  Working  Group  of  National 
Board  of  Education  for  Alco- 
hol, Drugs  and  Tobacco 
questions  (SANT) 

5.  National  Youth  Council 


6.  Systembolaget 


7.  Swedish  Board  for  Road 
Safety 


1.  Discusses  programmes  and  evaluates  1977  response 
information  efforts. 

2.  Assists  in  implementing  1972  govern- 
mental resolution  putting  special 
emphasis  on  development  of  pro- 
grammes of  education,  instruction  and 
information.  Department  of  Social  Pre- 
vention and  Youth  Resocialization  deals 
with  prevention  of  alcohol  problems. 

3.  Study  of  alcohol  problems  and  pro- 
duction of  information  material: 
brochures,  journals,  books,  films  and 
material  for  lectures  and  discussions, 
training  of  lecturers.  Educational 
campaigns  by  local  branches  throughout 
Poland. 

4.  Since  1973,  in  charge  of  national 
fund  for  prevention  of  alcohol  prob- 
lems. Assists  in  developing  information 
programmes. 

1.  Publications  and  central  campaigns  1979  response 
on  alcohol  and  other  drug  problems. 

Collaboration  with  bodies  at  regional 
and  local  levels. 

2.  Established  1978.  Activities  include 
special  emphasis  on  information. 

3.  Central  organ  for  education  and 
information  on  alcohol  and  other  drugs. 

Courses  and  conferences  for  general 
public  and  special  groups,  particularly 
schools  and  other  educational  establish- 
ments. 

4.  Supervises  relevant  programmes  in 
educational  system. 


5.  Contact  body  between  Government 
and  youth  organizations.  Receives 
Government  contributions  since  1972 
for  information  activities  on  alcohol  and 
drugs. 

6.  Monopoly  system  for  retail  trade; 
gives  general  information  on  alcohol  to 
the  public. 

7.  Information  directed  to  drivers. 
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Table  13.  (contd.) 

National  and  Local  Bodies  Concerned  with  Public  and  Professional  Information 

ON  Alcohol-related  Problems 


Country  Bodies  Comments  References 


Switzerland  1.  Swiss  Institute  for  the  Pre- 
vention of  Alcoholism  (Institut 
suisse  de  Prophylaxie  de 
I'Alcoolisme  / Schweizerische 
Fachstelle  fiir  Alkoholprobleme) 

2.  Francophone  Swiss  Group 
for  the  Study  of  Alcoholism 
and  Drug  Dependence 
(GREAT) 

3.  Federal  Alcohol  Agency 
(Regie  federal  des  alcools/..) 

4.  Swiss  Association  of  Experts 
on  Alcohol  & Drug  Depen- 
dence Problems  & Treatment 
(Schweizerischer  Verband  von 
Fachleuten  fiir  Alkoholgefahr- 
deten-und  Suchtkrankenhilfe) 

5.  Intercantonal  Education 
Centre  for  Social  Work  on 
Persons  Endangered  by 
Alcohol  (Interkantonale 
Bildungsstatte  fiir  Soziale 
Arbeit  en  Alkoholgefahrdeten) 

6.  Working  Group  of  Swiss 
Abstinence  Organizations 
(Arbeitsgemeinschaft  schwei- 
zerischer Abstinentenorganisa- 
tion) 

7.  Working  Group  of  treat- 
ment personnel  (Arbeitsge- 
meinschaft der  Versorger) 

United 

Kingdom 

— England  1.  Department  of  Health  and 
& Wales  Social  Security  (DHSS) 

2.  Department  of  the  Environ- 
ment: Committee  on  Drinking 
and  Driving 

3.  Addiction  Research  Unit, 
Institute  of  Psychiatry,  Univer- 
sity of  London 

4.  National  Council  on 
Alcoholism  (NCA) 

5.  Medical  Council  on  Alco- 
holism (MCA) 


6.  Alcohol  Education  Centre 
(AEC) 


1.  Programmes  on  prevention,  informa-  1977  response 
tion,  coordination;  publications  and 

other  material  on  alcohol  and  drug 
dependence;  campaigns,  exhibitions; 
research  on  prevention. 

2.  Courses  and  symposia;  professional 
training;  publications. 


3.  Public  information  on  healthy  nutri- 
tion and  fruit  juices. 

4.  Established  1920;  professional 
training,  publications. 


6.  Established  1974,  comprises  18 
private  organizations  involved  in 
prevention. 


7.  Comprises  the  principal  cantonal  and 
national  bodies  involved  in  prevention. 
Established  1977. 


1.  Produced  a book  in  1976  'Prevention  1978  response 
and  Health;  Everybody's  Business"  — 
contained  a section  on  Alcoholism. 

Study  of  drinking  and  driving  in  UK. 

Publication  and  recommendation. 

Research  publications.  Collaborates 
closely  with  AEC. 

Founded  1963.  Publications.  Local  1977  response 

councils  and  information  centres 
throughout  the  United  Kingdom. 

5.  Main  function:  educate  members  of 
medical  profession.  Organizes  lectures 
and  conferences  for  doctors  and  medical 
students.  Publishes  "Journal  on  Alcoho- 
lism", mainly  for  general  practitioners. 

6.  Independent  organization  funded  by 
DHS,  established  in  1972.  Summer 
schools  and  special  courses  for  profes- 
sionals and  other  interested  persons. 
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Table  13.  (contd.) 

National  and  Local  Bodies  Concerned  with  Public  and  Professional  Information 

ON  Alcohol-related  Problems 


Country  Bodies 


Comments 


References 


— England 
& Wales 
(contd.) 


— Scotland 


- UK 


USSR 


7.  Health  Education  Council 
(HEC) 


8.  Teachers'  Advisory  Council 
on  Alcohol  and  Drug  Educa- 
tion (TACADE) 

1.  Scottish  Home  and  Health 
Department 

2.  Scottish  Council  on  Alco- 
holism (SCA) 

3.  Scottish  Health  Education 
Unit  (SHEU) 


4.  Scottish  Council  for  Health 
Education 


1.  Central  Office  of  Informa- 
mation 

2.  Society  for  the  Study  of 
Addiction 


1.  Ministry  of  Health  of  the 
USSR:  permanent  Special 
Committee  for  Control  of 
Drunkenness  and  Alcoholism 

2.  Central  Scientific  Research 
Institute  of  Health  Education, 
Department  for  Prevention  of 
Alcoholism 


3.  National  Knowledge 
(Znaniye)  Society 


4.  Union  of  Soviet  Red  Cross 
and  Red  Crescent  Societies 


7.  Financed  by  Government.  Includes 
alcohol  information  in  programmes. 
Has  mounted  a campaign  in  N.E. 
England  on  primary  prevention  using 
radio,  T.V.  and  mass  media. 


1.  Government  body  responsible  for  1978  response 
national  policy  on  public  and  profes- 
sional information. 

2.  Coordinating  body  for  local  councils 
on  alcoholism.  Training.  Voluntary 
body. 

3.  Statutory  body,  part  of  Scottish 
Health  Service,  responsible  for  health 
education  in  general  (including  mass 
media  publicity  programmes,  research 
on  attitudes  to  alcohol  among  school 
children  and  young  people,  visual  aids 
for  use  in  schools,  booklet  for  parents). 

4.  Voluntary  body  responsible  for  in- 
service  training  of  health  and  caring 
professions. 

1.  Currently  running  "Don't  drink  and 
drive"  campaign  through  mass  media. 

2.  Scientific  investigations  and  meetings. 

Publication  of  British  Journal  of  Addic- 
tion. Established  1884. 

1.  Oversees  programmes  on  alcoholism.  Ivanets  (1977) 
Produces  journal  entitled  "Health", 

which  includes  articles  on  alcohol  prob- 
lems. 

2.  Public  information  through  mass 
media.  Works  through  network  of 
regional  and  local  committees  on  alcohol 
prevention  under  Ministries  of  Health  of 
Republics.  Health  personnel  trained  to 
provide  public  information  on  alcohol 
problems  and  work  with  health  centres 
in  developing  relevant  education. 

3.  Voluntary  body  for  disseminating 
scientific  information  to  the  population, 
including  information  on  alcoholism. 

Network  of  branches  throughout  Soviet 
Union. 

4.  Voluntary  body.  Provides  health 
education,  including  material  on 
alcoholism. 
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Table  13.  (contd.) 

National  and  Local  Bodies  Concerned  with  Public  and  Professional  Information 

ON  Alcohol-related  Problems 


Country  Bodies 


Comments 


References 


Yugoslavia  1.  League  on  Alcoholism  and 
Dmg  Dependence 


2.  Institute  on  Alcoholism  and 
Drug  Dependence  (Belgrade) 

3.  Institute  for  the  Study  and 
Control  of  Alcoholism  and 
Addiction  (Zagreb) 

4.  Yugoslavian  Red  Cross 

5.  Railway  Workers'  League 
on  Alcoholism 

6.  Federal  Union  for  Traffic 
Safety 


1.  Material  on  causes,  prevention  and  1972  response 
treatment  of  alcoholism,  produced  in 

collaboration  with  other  bodies;  annual 
month  (November)  dedicated  to  cam- 
paign against  alcoholism,  with  lectures, 
conferences,  exhibitions  and  educational 
material;  campaign  covers  whole  coun- 
try through  branches  in  republics  and 
localities. 

2.  Information  and  educational  material 
for  general  public,  schools  and  profes- 
sional groups.  Research. 

3.  Information  and  educational  material 
for  general  public,  schools  and  profes- 
sional groups.  Research. 


6.  Campaigns  against  driving  under  the 
influence  of  alcohol. 


SOUTH  EAST 

ASIA 

India 


Indonesia 
Sri  Lanka 

Thailand 


Central  Prohibition  Committee 


Ministry  of  Health 

Sri  Lanka  Medical  Association 


Established  to  implement  prohibition 
programmes.  Recommends  suitable 
measures  to  encourage  and  assist  official 
and  non-official  agencies  devoted  to 
prohibition  and  temperance  propa- 
ganda. 


Non-official  body;  has  organized  some 
seminars  for  professionals. 


1977  response 


1977  response 
1977  response 


1.  Ministry  of  Health 

2.  Drug  Dependence  Preven- 
tion and  Research  Centre, 
Bangkok 


1.  Established  2 below.  1977  response 

2.  Programme  of  health  education  on 
alcohol  and  other  drugs.  Travelling 
exhibition  and  team  of  health  education 
and  other  professionals  visits  each  of  15 
regions.  Intensive  health  education 
course  with  attention  to  alcohol  pro- 
blems provided  to  health  officers  and 
other  health  workers  in  regions. 
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Table  13.  (contd.) 

National  and  Local  Bodies  Concerned  with  Public  and  Professional  Information 

ON  Alcohol-related  Problems 


Country  Bodies 


Comments 


References 


WESTERN 

PACIFIC 

Australia  1.  Dmg  Education  Subcom- 

mittee of  the  National  Standing 
Committee 


2.  Australian  Foundation  on 
Alcoholism  and  Drug  Depen- 
dence (AFADD) 


1.  Established  1970;  developing  a 1977  response 

National  Drug  Education  Programme. 

All  States  are  actively  involved,  and  the 
programme  is  being  implemented 
through  established  Drug  Education 
Centres,  workshops,  and  seminars  for 
parents,  teachers,  youth  leaders,  etc. 

Education  programmes  in  secondary 
schools. 

2.  Established  in  1967.  National  volun- 
tary organization  of  both  State 
statutory  and  voluntary  bodies.  Aims  at 
obtaining  maximum  co-operation  bet- 
ween bodies  involved  in  education  as 
well  as  other  aspects.  Library  services. 

Publishes  Australian  Journal  on  Alco- 
holism and  Drug  Dependence. 


3.  Health  Education  Sections 
established  in  all  Health 
Departments:  Commonwealth, 
State  and  Territory 


Japan  National  Institute  of  Mental 

Health 

New  Zealand  1.  Department  of  Health 

2.  Department  of  Education 

3.  National  Society  on  Alco- 
hism  and  Drug  Dependence 

4.  Alcoholic  Liquor  Advisory 
Council 


3.  Responsible  for  planning,  coordina- 
ting, implementing  and  evaluating  health 
education  programmes,  including  those 
concerning  alcohol  problems.  Provide 
training  in  health  education  for  depart- 
mental staff  and  for  members  of  other 
organizations. 

Consultation  and  information  through  1971  response 

mental  health  clinics.  Professional 

training. 

1.  & 2.  Information  and  education  pro-  1977  response 
grammes,  directed  mainly  towards 
school  children  at  various  levels. 

3.  Information  and  education 
programmes. 

4.  Supporting  information  and  educa- 
tion activities. 
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Table  14. 

School  Programmes  on  Alcohol-related  Problems 


Country 

AMERICAS 

Argentina 

Canada 


Chile 


Costa  Rica 


Dominican 

Republic 

Honduras 

Mexico 

USA 


Programmes  and  Comments 


Some  education  on  alcohol  is  included  in  secondary  school  curricula. 

All  provinces  and  territories  have  school  education  programmes.  The  Yukon 
Territory  is  planning  such  programmes. 

After  extensive  research.  Health  and  Welfare,  Canada,  in  collaboration  with 
the  provinces,  has  developed  a programme  ('The  Hole  in  the  Fence")  for 
children  aged  6-9  years,  aiming  to  help  develop  self-confidence  and  skills  in 
human  relationships.  In  the  long  term,  it  is  hoped  that  it  will  help  the  children 
to  cope  with  drug  use  decisions. 

The  Section  of  Mental  Health  of  the  National  Health  Service,  together  with 
the  Ministry  of  Education,  has  worked  out  an  educational  programme  for 
schools.  The  programme  has  been  approved  and  is  now  being  incorporated 
into  the  curricula  of  the  eight  classes  of  the  national  basic  school.  The 
teaching  will  be  carried  out  as  part  of  various  subject  matters.  Its  principal 
objective  is  to  modify  the  cultural  elements  that  favour  excessive  consump- 
tion of  alcohol  and  alcoholism. 

Five  years  extensive  work  by  the  National  Institute  on  Alcoholism  has  re- 
sulted in  a new  educational  programme  on  prevention  of  alcohol-related 
problems  introduced  in  the  primary  schools.  The  teaching  will  be  integrated 
into  various  subjects.  The  objective  in  the  first  three  grades  is  to  develop 
ideals,  attitudes  and  inspiration  in  the  children  and  encourage  cultural  and 
artistic  activities.  In  the  later  grades,  the  pupils  will  become  acquainted  with 
alcohol-related  problems  and  the  way  they  can  affect  society  and  the  family. 
Teaching  on  alcohol  matters  is  also  given  in  secondary  schools. 

A working  agreement  has  just  been  drawn  up  between  the  Alcohol  and 
Drugs  Unit  of  the  Ministry  of  Public  Health  and  Welfare  and  the  Ministry  of 
Education  to  develop  a programme  on  prevention  of  alcoholism  and  other 
addictions.  This  programme  includes  a students'  club  and  training  for 
teachers  on  these  problems. 

Some  information  on  alcohol  is  given  in  schools. 

Courses  on  hygiene  deal  with  alcohol  matters,  but  there  are  no  special 
courses  on  the  subject. 

Alcohol  education  in  the  public  schools  is  mandated  by  law  in  almost  all  of 
the  States.  A variety  of  curricula  for  alcohol  education  are  provided  free  of 
charge  to  individual  schools  and  to  school  districts  by  NIAAA,  the  Office  of 
Education,  and  various  State  alcohol  agencies. 

Two  multimedia  alcohol  education  curriculum  packages  have  been  produced 
through  the  joint  efforts  and  combined  funds  of  the  Office  of  Education  and 
NIAAA.  This  project  is  designed  to  help  young  people  make  responsible 
decisions  on  the  use  or  non-use  of  alcoholic  beverages.  Each  package  consists 
of  a film  series  (also  available  in  video  cassette)  and  an  accompanying  teacher 
manual  and  student  booklet.  These  are  available  free  to  teachers, 
counsellors,  school  systems,  and  public  television  stations. 

A major  goal  of  the  National  Center  for  Alcohol  Education  (NCAE)  is 
primary  prevention  of  alcohol  abuse  through  development  of  educational 
materials  for  people  without  drinking  problems.  A recent  three-course  cur- 
riculum series  called  'Decisions  and  Drinking"  is  targeted  at  women.  Black 
Americans,  and  parents  of  young  children.  The  aim  of  this  programme  is  to 
encourage  people  to  articulate  the  choices  implicit  in  their  drinking  behaviour 
and  attitudes  so  that  they  can  decide  conscientiously  whether  or  not  to 
change  them.  The  courses  are  designed  to  be  led  by  a lay  person,  and  the  em- 
phasis is  on  mutual  exploration  among  adults.  'Reflections  in  a Glass",  for 
women,  recognizes  that  society's  continuing  double  standard  for  men  and 


Reference 

1977  response 
1979  response 

1977  response 

1978  response 

1978  response 

1977  response 
1977  response 

1977  response 
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School  Programmes  on  Alcohol-related  Problems 


Country 

Programmes  and  Comments 

Reference 

USA 

(contd.) 

women  is  evident  in  the  area  of  drinking  behaviour.  'The  Power  of  Positive 
Parenting"  course  emphasizes  that  parents  are  likely  to  be  the  single  most 
powerful  influence  on  their  children's  behaviour,  including  their  future 
drinking  practices.  "An  Ounce  of  Prevention",  the  course  for  Black 
Americans,  recognizes  that  the  history  and  experience  of  Blacks  in  America 
has  strongly  affected  their  drinking  practices  and  attitudes  towards  alcohol. 

Venezuela 

By  law,  education  on  alcohol  and  alcohol-related  matters  must  be  given  in  all 
public  and  private  primary  and  secondary  schools.  The  teaching  shall  cover  a 
wide  range  of  aspects:  production,  medical  and  social  problems,  prevention 
measures,  etc.  Courses  on  alcohol  are  given  for  20  minutes  per  week  in  the 
first  four  grades  of  primary  schools  (7-11  years).  The  information  is  included 
in  the  teaching  of  various  subjects.  In  more  advanced  grades  instruction  is 
included  in  the  courses  of  sociology,  psychology,  chemistry  and  biology. 

Law  on  Anti- 
Alcoholic 
Education,  1910 
1977  response 

EUROPE 

Austria 

The  Ministers  of  Education  and  Health  arrange  an  information  week  on  alco- 
hol and  drug  problems  once  a year  in  the  schools  by  means  of  specially 
prepared  publications.  The  League  for  Drug-free  Education  of  Youth  has 
prepared  teaching  materials  on  alcohol  problems  with  the  help  of  psycholo- 
gists, teachers,  education  methodology  specialists,  physicians  and  biologists 
for  use  in  various  parts  of  the  school  curriculum.  This  material  will  be  intro- 
duced in  the  school  programmes  with  the  approval  of  the  Ministry  of  Educa- 
tion. Informational  material  is  also  distributed  by  the  Youth  Section  of  the 
Austrian  Red  Cross. 

1972  response 

Belgium 

The  National  Committee  for  the  Study  and  the  Prevention  of  Alcoholism 
and  Other  Drug  Dependence  organizes  a day  on  alcohol  education  in  schools 
each  year. 

1977  response 

Bulgaria 

Many  school  children  and  students  are  members  of  one  of  the  more  than 
3000  temperance  school  clubs.  These  clubs  organize  conferences,  talks  and 
exhibitions  and  publish  journals. 

Bratanov,  1968 

Czecho- 

slovakia 

There  is  some  teaching  in  the  schools,  but  attempts  are  being  made  to  create 
new  forms  of  education. 

1971  response 

Denmark 

According  to  the  Primary  Education  Act,  information  on  stimulants  and  in- 
toxicants shall  be  part  of  school  education  from  the  sixth  year  at  the  latest  for 
at  least  48  lessons  in  various  subjects.  Problems  of  alcohol  abuse  are  included 
in  teacher  training  curricula. 

1977  response 

Finland 

A total  of  19  hours  instruction  in  temperance  and  alcohol  matters  is  included 
as  one  of  eight  components  of  civics  courses  in  the  nine-year  comprehensive 
schools.  A temperance  essay  contest  is  held  once  a year  in  schools,  and 
almost  all  school  children  take  part. 

1977  response 

France 

Teaching  on  alcohol  matters  is  carried  out  in  all  classes  as  an  option  (civic 
education)  and  in  the  natural  science  programmes  at  two  levels:  for  the  pupils 
aged  10  years  and  for  those  aged  14-15  years.  In  technical  schools,  the 
hygiene  programme  includes  a section  on  alcoholism  that  is  compulsory 
material  for  the  certificate  of  vocational  skill  (usually  taken  at  the  age  of  18 
years.  The  High  Committee  organizes  annually  a national  course  for  educa- 
tion advisers  for  the  study  of  means  of  sensitising  young  people  to  alcohol- 
related  problems.  This  has  led  to  an  agreed  plan  of  action.  The  importance  of 
discussion  with  the  pupils  has  been  emphasized.  A package  of  educational 
materials  has  been  prepared  by  the  High  Committee  for  use  in  schools 
throughout  the  country. 

1972  response 
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Germany 

Fed.  Rep. 

The  decision  to  include  teaching  on  alcohol  is  made  by  the  individual 
schools,  and  many  schools  do  so  more  or  less  extensively.  The  Federal  Office 
for  Health  Education  has  recently  developed  a comprehensive  curriculum  for 
students  aged  12-14  years. 

1978  response 

Iceland 

According  to  the  law,  education  on  the  effects  of  alcohol  must  be  carried  out 
in  public  schools. 

Jellinek,  1963 

Ireland 

Teaching  on  alcohol  matters  is  given  to  pupils  in  secondary  schools. 

1977  response 

Norway 

Lectures  on  alcohol  are  given  in  schools  under  the  responsibility  of  the 
National  Board  of  Temperance  Education. 

Hauge,  1977 

Poland 

Teaching  on  alcohol  problems  is  given  through  special  lectures,  but  it  is  also 
integrated  into  curricula  on  hygiene  and  family  education  in  upper  grades  of 
elementary  schools  and  in  secondary  schools. 

1977  response 

Romania 

Special  attention  is  paid  to  the  education  of  students  and  school  children. 

1972  response 

Sweden 

Teaching  about  alcohol  is  carried  out  in  all  classes  of  the  nine-year  com- 
pulsory school  as  well  as  in  the  senior  high  school.  The  matter  is  dealt  with 
either  as  part  of  various  subjects  (civics,  science,  geography,  history,  etc.)  or 
through  a few  more  concentrated  lectures.  The  planning  of  the  instruction 
and  the  time  allocated  to  it  are  left  to  the  discretion  of  the  individual  teacher. 

1972  response 

Switzerland 

Canton  of  Geneva:  the  Youth  Health  Service  provides  information  in  schools 
on  alcohol  and  drug  problems  to  all  pupils  over  the  age  of  13  years. 

Canton  of  Basle:  programme  for  drug  and  alcohol  education. 

Cantons  of  Berne,  Zurich,  Grisons,  Argovie  (to  a lesser  extent  Soleure  and 
St.  Gall):  there  are  special  advice  centres  which  carry  out  school  education 
programmes. 

1977  response 

United 
Kingdom 
— England 
AND  Wales 

The  Department  of  Education  and  Science  encourages  health  education  on 
alcohol.  In  1977  it  produced  a book  on  Health  Education  in  Schools  which 
contains  a chapter  on  alcoholism.  Recent  developments  in  health  education 
are  discussed  and  some  problems  pointed  out,  as  they  appear  to  the 
inspectors  and  medical  advisers  of  the  Department.  The  decision  to  include 
teaching  on  alcohol  in  the  curriculum  is  made  by  the  individual  schools,  and 
it  appears  that  many  have  done  so.  In  some  schools,  the  education  is  part  of  a 
general  course  in  personal  relationships,  biology  or  social  education.  Others 
use  specialized  methods  and  techniques,  such  as  film  strips,  tape-recordings, 
films  or  lectures  coming  from  outside  the  school.  A number  of  small, 
inexpensive  booklets  are  available  to  schools. 

1978  response 

— Scotland 

The  Scottish  Health  Education  Unit  has  a similar  role  in  Scotland.  It  has  pro- 
duced alcohol  education  films  for  use  in  schools  and  youth  dubs. 

1977  response 

Yugoslavia 

Anti-alcoholic  education  is  now  being  developed  in  schools  as  part  of  health 
education.  Students  had  already  previously  developed  their  own  anti- 
alcoholic  organizations,  and  they  now  work  in  collaboration  with  teachers. 

1972  response 
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Country 

WESTERN 

PACIFIC 

Australia 


Japan 


New  Zealand 


Philippines 


Programmes  and  Comments 


In  most  States,  information  on  alcohol  is  included  in  health  education  which 
also  deals  with  tobacco  and  other  drugs.  Frequently,  alcohol  matters  are 
studied  in  connection  with  human  and  personal  relations.  New  educational 
programmes  are  being  worked  out.  An  alcohol  curriculum  project  for  junior 
secondary  students  entitled  "Alcohol  Science"  has  been  introduced  experi- 
mentally in  some  schools  in  South  Australia:  it  aims  at  changing  attitudes 
towards  alcohol  and  relating  science  concepts  to  real  life  situations.  In 
Queensland,  alcohol  education  is  now  integrated  into  various  subject  mat- 
ters. It  emphasizes  using  the  interests,  needs  and  concerns  of  students, 
teachers  and  the  community  as  a starting  point  for  development  of  a unique 
curriculum  to  meet  the  specific  requirements  of  a particular  grade  level, 
school  or  group  of  schools  in  subjects  such  as  Home  Economics,  Citizenship 
Education  and  English,  as  well  as  Health.  Nine  specially  trained  alcohol 
education  advisory  teachers,  attached  to  various  regional  education  offices 
and  the  office  of  the  Queensland  Coordinating  Committee  on  Alcoholism, 
provide  school  staff  with  professional  assistance  in  designing  programmes. 

The  introduction  of  school  programmes  on  alcohol-related  matters  is  under 
debate. 

None  so  far. 

The  Departments  of  Health  and  Education  have  worked  out  educational  pro- 
grammes, which  have  been  directed  mainly  towards  school  children  at 
various  levels. 

Teaching  on  alcohol  and  drug  problems  is  sporadic.  Single  lectures  are  given 
at  the  discretion  of  school  officials. 


Reference 


1977,  1978, 
1979  responses 


1971  response 

1979  response 
1977  response 

1971  response 
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Table  15. 

Professional  Training  on  Alcohol-related  Problems 


Country 

AFRICA 

Tanzania 

Zambia 

AMERICAS 

Argentina 

Canada 


Chile 

Costa  Rica 


Dominican 

Republic 

Ecuador 

Mexico 

Panama 


Training 


Teaching  on  alcohol  matters  is  given  to  medical  students  at  the  University  of 
Dar-es-Salaam. 

Medical  students  are  given  reasonable  grounding  in  medical  and  psychiatric 
aspects  of  heavy  drinking,  including  five  lectures  and  clinical  work.  Social 
work  department  of  University  and  "post-basic"  nursing  courses  give  con- 
siderable emphasis  to  alcohol  problems.  Undergraduate  students  of 
psychology  and  sociology  encouraged  to  do  projects  on  problems  associated 
with  drinking. 


Courses  on  drugs  are  given  in  the  Department  of  Toxicology,  University  of 
Buenos  Aires,  for  physicians,  lawyers  and  teachers. 

The  Health  Promotion  Directorate  collaborates  with  the  Provinces  to  deve- 
lop training  for  persons  working  in  the  alcohol  field  through  a National  Plan- 
ning Committee  on  Training.  In  most  Provinces  there  are  special  seminars  for 
civil  servants,  the  armed  forces,  professional  and  post-secondary  students,  as 
well  as  special  training  for  staff  working  with  people  with  drug  and  alcohol- 
related  problems.  In  almost  all  Provinces,  summer-schools  are  organized  by, 
or  in  cooperation  with,  universities.  The  Addiction  Research  Foundation  of 
Ontario  recently  established  the  School  for  Addiction  Studies.  In  addition  to 
provinces,  some  private  organizations  offer  summer  school  courses  in  addic- 
tion in  conjunction  with  universities.  Some  community  colleges  and  univer- 
sities offer  certificate  courses  in  addiction  studies  as  part  of  their  regular 
curriculum. 

The  National  Health  Services,  through  their  local  agencies,  disseminate  infor- 
mation and  organize  courses  for  professionals  on  alcohol-related  matters. 

Medical  students  receive  education  and  some  clinical  experience  on  alcoho- 
lism in  the  courses  of  psychiatric  or  preventive  medicine.  Students  in  law, 
social  work  and  nursing  have  10  hours  of  lectures  on  aspects  of  alcoholism. 
Post-graduate  courses  in  psychiatry  includes  20  hours  on  toxicology;  they 
also  include  some  clinical  work.  Policemen  in  San  Jose  receive  five  hours 
training  on  alcoholism  a year.  Various  seminars  for  professionals  organized 
by  the  "Comision  Sobre  Alcoholismo"  constitute  opportunities  for  further 
training.  In  1975,  the  Faculty  of  Education  at  the  University  of  Costa  Rica 
gave  a one  semester  course  on  alcohol  and  alcoholism. 

The  courses  at  the  schools  of  medicine,  social  work,  psychology  and  socio- 
logy include  information  and  seminars  on  alcoholism.  The  Alcohol  and 
Drugs  Unit  conducts  seminars  for  teachers  and  other  professional  personnel. 

Students  in  medicine  and  psychology  may  receive  some  training  on  alcohol 
matters  when  preparing  their  thesis. 

Problems  approached  in  a limited  way  in  all  basic  and  post-graduate  courses 
of  public  health,  psychiatry,  sociology  and  forensic  medicine.  The  Mexican 
Centre  for  Studies  in  Mental  Health  (CEMESAM)  organizes  courses  for 
health  personnel. 

Training  in  alcohol  and  drug-related  problems  is  given  in:  (a)  basic  course  of 
psychiatry.  School  of  Medicine,  (b)  courses  of  psychopathology  and  social 
aspects  of  the  problems  of  health.  School  of  Social  Services,  (c)  courses  of 
mental  health.  Schools  of  Nursing  and  Psychology,  (d)  courses  on  legal 
psychiatry.  School  of  Law  of  the  State  University. 


Reference 


1977  response 

1972  response 
1979  response 


1977  response 
1972  response 

1977  response 

1978  response 

1977  response 
1977  response 

1971  response 
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Table  15.  (contd.) 

Professional  Training  on  Alcohol-related  Problems 


Country 


Training 


Reference 


USA 

Under  NIAAA's  State  Prevention  Coordinator  (SPC)  programme  training  is 
provided  for  consultants  in  prevention  methods  and  social  policy  issues  to 
enable  them  to  help  communities  develop  prevention  plans  (e.g.  Minnesota) 
or  to  increase,  improve  and  coordinate  training  programmes  (e.g. 
Wisconsin).  NIAAA's  University  project,  started  in  1975  with  63  universities, 
encourages  prevention  efforts  and  education  programmes  in  institutions  of 
higher  education.  Four  Area  Acohol  Education  and  Training  programmes 
are  supported  by  NIAAA  to  facilitate  alcohol  education  and  training  pro- 
grammes at  the  state,  local  and  territorial  levels.  A Career  Teacher  pro- 
gramme provides  grants  to  individuals  in  medical  schools  to  design  an 
alcohol  education  course  for  inclusion  in  the  medical  school  curriculum;  44 

1977  response 

institutions  have  been  involved.  A National  body  certifies  the  competence  of 

Addiction 

the  "certified  alcoholic  counsellor";  persons  who  have  completed  an  approved 

Research  Foun- 

training programme  in  alcohol  studies  and  have  one  year  of  experience  in 
alcoholism  counselling  may  apply  for  this  officially  recognized  certificate. 

dation,  1974 

Various  universities  offer  MA  courses  preparing  alcoholism  professionals. 
The  University  of  Pittsburg  (School  of  Social  Work)  offers  a PhD  in  alcohol 
studies;  the  programme  emphasizes  research  policy  and  planning.  Each  year 
a number  of  summer  schools  for  alcohol  studies  are  run  throughout  the  coun- 
try. The  1977  list  included  37  such  schools. 

NIAAA,  1974 

Venezuela 

Courses  in  psychiatry,  psychology,  social  work  and  nursing  include  some 
general  information  on  alcohol. 

1971  response 

EASTERN 

MEDITER- 

RANEAN 

Israel 

Medical  students  receive  some  education  on  addiction  problems  during  their 
psychiatric  training.  They  also  come  in  contact  with  alcoholics  in  hospitals 
and  out-patient  clinics.  Further  training  is  given  at  post-graduate  level  in  the 
Public  Health  School  in  courses  of  psychopathology  and  psychiatry. 
Students  in  social  work  at  the  University  of  Tel  Aviv  receive  some  training  (4 
hours  -F  seminars)  on  drugs  and  alcohol  in  the  course  in  psychopathology; 
students  are  also  exposed  to  alcoholics  in  psychiatric  institutions.  Nursing 
trainees  have  a few  hours  education  on  the  problem  in  a course  in  psycho- 
pathology. The  Criminological  Institutes  of  the  Universities  of  Jerusalem  and 
Tel  Aviv  give  lectures  and  seminars  to  their  students.  Psychologists  have  lec- 
tures at  both  BA  and  MA  levels. 

1971  response 

EUROPE 

Austria 

The  psychiatric  department  of  the  clinic  for  alcoholics  in  Kalksburg  gives  spe- 
cial courses  for  professionals  in  the  field;  lectures  are  also  given  to  general 
practitioners,  and  social  workers  may  spend  some  weeks  at  the  clinic  to  gain 
experience  of  drug  problems.  Owing  to  the  large  number  of  alcoholics  in  the 
university  clinics,  students  in  various  disciplines  in  these  clinics  gain  exper- 
iences in  the  treatment  of  alcoholism. 

1972  response 

Bulgaria 

Medical  schools  provide  training  to  students  about  alcohol  and  drugs.  Medi- 
cal training  institutions  arrange  training  courses  and  seminars  about  alcohol 
for  psychiatrists,  dispensary  physicians,  industrial  physicians,  and  nurses 
working  in  psychiatric  and  medical  settings. 

WHO,  1973 

Czecho- 

Social workers,  lawyers  and  the  members  of  the  police  corps  receive  sporadic 

1971  response 

slovakia 

information  on  problems  of  alcoholism. 
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Professional  Training  on  Alcohol-related  Problems 


Country 

Denmark 

Finland 

France 


Germany 
Fed.  Rep. 

Ireland 

Netherlands 

Poland 


Spain 


Training 


Alcohol  problems  and  alcoholism  are  included  in  the  curriculum  in  schools  of 
medicine,  social  work  and  nursing.  A specialist  course  for  general  practi- 
tioners at  Copenhagen  University  includes  two  obligatory  lessons  in  these 
matters.  The  Association  of  County  Out-Patients'  clinics  has  initiated  a four- 
day  basic  course  on  alcoholism. 

Education  on  alcohol-related  matters  is  included  in  the  training  for  youth 
leaders  and  instructors  in  physical  education.  One  college  maintained  by  the 
temperance  movement  trains  temperance  instructors  specifically.  This  train- 
ing qualifies  a person  for  the  post  of  temperance  secretary,  of  which  there  is 
one  in  each  municipality. 

Courses  on  alcohol-related  problems  are  included  in  curricula  of  medical, 
para-medical  and  social  welfare  training.  The  National  Committee  for 
Defence  against  Alcoholism  runs  courses  and  seminars  for  a variety  of  pro- 
fessional groups,  separately  or  as  multidisciplinary  meetings.  The  state- 
supported  Institute  of  Alcohology  aims  at  educating  "alcohologists";  i.e. 
medical  specialists  in  alcoholism  with  a multidisciplinary  background  (medi- 
cine, biology,  legal  medicine,  social  science,  psychiatry).  Other  projects  in- 
clude courses  on  alcoholism  for  industrial  inspectors  and  penitentiary 
administrators. 

The  treatment  centre  for  alcoholics  in  Giitersloh  (Westphalia)  conducts  a spe- 
cial two-year  1000-hour  training  programme  on  alcoholism  and  its  treatment 
for  nurses.  Postgraduate  training  for  social  workers  engaged  in  work  with 
alcoholics  is  given  in  many  places.  A special  training  programme  for  "helpers 
of  addicts"  (Suchtkrankenhelfer)  is  under  discussion. 

Courses  on  alcohol  are  part  of  all  medical  under-graduate  training  and  social 
work  training.  In  addition,  many  other  community  workers  such  as  teachers, 
clergy  and  others  receive  informal  training  on  alcohol  in  the  context  of  social 
problems.  The  Health  Education  Bureau  runs  courses  for  school  teachers  to 
teach  children  in  secondary  schools. 

Some  training  on  alcoholism  is  given  to  students  in  medicine  and  social 
work.  Information  to  students  in  law  and  sociology  is  incidental. 

Included  in  courses  on  psychiatry  for  nurses  and  medical  students,  in  course 
on  criminology  for  lawyers  and  in  course  on  social  pathology  for 
sociologists.  Post-graduate  courses  for  physicians  and  psychologists  working 
on  alcohol  problems  are  run  by  the  Psychoneurological  Institute  and  Medical 
Schools  in  collaboration  with  the  Medical  Centre  for  Post-graduate  Studies. 
The  postgraduate  training  of  nurses  and  also  partly  of  physicians  is  carried 
out  by  voivodship  Medical  Centres  for  Post-graduate  Studies.  Occasionally 
training  is  organized  by  scientific  societies.  The  Polish  National  Anti- 
alcoholic  Committee  has  initiated  systematic  courses  for  teachers.  The 
Ministry  of  Justice  organizes  training  of  personnel  dealing  with  prevention 
and  treatment  of  alcoholism  in  prisons  and  houses  of  detention. 

Medical  students  receive  education  on  the  diseases  caused  by  drugs  and  alco- 
hol; psychiatric  and  social  aspects  are  treated  very  briefly.  Social  workers  get 
a very  limited  training.  Seminars  and  training  courses  have  been  arranged  for 
policemen  and  some  other  professional  groups.  The  National  Psychiatric 
Care  Foundation  organized  a three-month  course  on  alcoholism  and  other 
drug  addictions  for  professionals  in  1969  and  1970. 


Reference 
1977  response 

1977  response 

1977  response 

Payer  (1974) 

WHO,  1973 

1978  response 

1977  response 

1971  response 
1977  response 


1971  response 
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Table  15.  (contd.) 

Professional  Training  on  Alcohol-related  Problems 


Country 

Sweden 


Switzerland 


United 

Kingdom 


Yugoslavia 


Training 

Medical  students  are  given  some  information  on  the  effects  of  alcohol  in  the 
courses  in  psychiatry  and  pharmacology.  During  their  practical  training  they 
spend  at  least  three  months  in  a psychiatric  clinic.  Physicians  specializing  in 
general  psychiatry  serve  in  a psychiatric  clinic  for  3 1/2  years,  including  a 
maximum  of  one  year  in  an  alcohol  clinic.  Nursing  trainees  receive  instruc- 
tion on  alcohol  problems  in  the  courses  in  hygiene,  pharmacology,  sociology 
and  social  medicine,  and  mental  health  care.  For  social  workers,  the  course  in 
sociology  deals  with  alcohol  problems.  Law  students;  alcohol  questions 
studied  in  course  on  civil  justice.  Police;  some  theoretical  and  practical  train- 
ing in  handling  intoxicated  persons.  Teachers  at  secondary  school  level  have 
eight  hours  of  instruction  on  alcohol.  The  Swedish  Council  for  Information 
on  Alcohol  and  Drugs  (CAN)  as  well  as  the  National  Board  of  Education 
organize  courses  for  teachers  each  year.  Information  on  alcohol  problems  is 
also  given  to  work  therapists,  social  educators,  youth  counsellors,  driving  in- 
structors, managers  for  old  age  homes  and  attendant  personnel  at  detention 
and  correctional  establishments. 

In  most  universities,  medical  training  includes  some  teaching  on  alcoholism. 
Social  welfare  trainees  also  receive  education  on  alcohol  matters,  but  there  is 
no  special  information  for  lawyers  and  teachers.  The  Francophone  Swiss 
Study  Group  on  Alcoholism  and  Drug  Dependence  regularly  organizes 
courses  with  practical  experience  for  physicians,  social  workers  and  nurses  in 
French-speaking  Switzerland;  in  German-speaking  Switzerland,  training  is 
provided  by  the  Swiss  Association  of  Social  Workers  for  Alcoholics. 

Most  medical  students  receive  some  relevant  training  on  alcohol-related 
problems  in  their  courses  in  psychiatry  and/or  pharmacology.  The  Royal 
Commission  on  Medical  Education  recommended  (1968)  that  more  attention 
be  paid  to  psychiatry  in  basic  medical  training.  Courses  in  public  health  for 
postgraduates  usually  contain  a few  lectures  on  alcohol  problems.  General 
practitioners  may  receive  limited  information  on  drinking  problems  through 
five-day  courses  in  psychiatry.  The  curricula  for  social  work  trainees  usually 
include  some  lectures  on  alcohol  use.  Training  for  nurses  is  limited  and  for 
policemen  almost  non-existant.  Teachers  may  or  may  not  receive  informa- 
tion on  alcohol  matters  in  relation  to  health  education. 

The  Alcohol  Education  Centre  (AEG)  runs  a number  of  regular  multi- 
disciplinary schools  on  alcoholism  for  a wide  range  of  professionals  through- 
out the  country.  Prevention  of  alcohol  abuse  is  given  particular  attention. 
The  AEG  also  runs  courses  for  particular  professional  groups  or  to  meet 
special  local  needs.  Interest  in  these  courses  has  been  shown  by  members  of 
the  liquor  industry.  Training  courses  are  designed  for  staff  working  with 
alcoholics  and  a recent  programme  gives  voluntary  workers  training  in 
counselling  and  information  giving.  Video  tapes  are  prepared  for  use  in  the 
training  of  medical  students;  the  preventive  and  educational  role  of  the 
general  practitioner  and  collaboration  of  medical  and  paramedical  staff  is 
stressed. 

The  Medical  Council  on  Alcoholism  provides  seminars  for  medical  students 
and  speakers  to  address  professional  meetings  of  doctors.  The  Council  pro- 
duces the  British  Journal  on  Alcohol  and  Alcoholism  which  is  circulated  free 
to  family  doctors.  The  Scottish  Council  for  Health  Education  (SHEU)  pro- 
vides one-  and  two-day  in-service  training  courses  for  social  workers, 
teachers,  medical  professions,  etc.  The  Scottish  Council  on  Alcoholism  with 
SHEU  organizes  a one-week  school  on  alcoholism  for  the  caring  professions 
each  year  and  runs  training  courses  for  alcoholism  counsellors. 

Students  in  medicine,  nursing  and  social  work  receive  some  information  on 
alcoholism  in  their  regular  courses.  The  Institutes  on  Alcoholism  organize 
two-week  seminars  (theory  and  practical  work)  for  physicians,  clinical 
psychologists,  nurses,  social  workers,  teachers  and  policemen. 


Reference 


1978  response 


1972  response 


Zacune  and 
Hensman,  1971 


1977  response 


1978  response 


1972  response 
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Table  15.  (contd.) 

Professional  Training  on  Alcohol-related  Problems 


Country 


WESTERN 

PACIFIC 

Australia 


Japan 


Training 


A survey  undertaken  for  AFADD  showed  that  little  attention  is  given  to 
alcohol  questions  in  curricula  for  tertiary  education.  However,  from  1978 
on,  new  programmes  have  become  available  at  the  School  of  Public  Health 
and  Tropical  Medicine,  Sydney,  leading  to  the  degree  of  Master  of  Public 
Health.  Special  emphasis  is  given  to  dependency  syndromes.  Provision  of 
teacher  training  on  alcohol  varies  from  State  to  State,  but  many  institutions 
offer  elective  units  in  education  about  alcohol,  drugs  and  tobacco,  or  health 
education.  Training  may  also  be  given  through  short  in-service  courses, 
workshops  and  conferences  for  teachers.  In  Western  Australia,  alcohol 
education  is  included  in  core  subjects  in  all  teacher-training  institutions. 
Through  a career  teacher  training  programme,  some  teachers  in  health,  at 
tertiary  level,  will  be  specifically  trained  to  develop  and  coordinate  addiction 
education  programmes  in  their  parent  training  institutions.  Some  winter 
schools  on  alcohol  matters  have  been  conducted  in  recent  years  for  multi- 
disciplinary groups.  As  a result  of  one  such  school  (Victoria,  1975)  a study- 
group  was  created  to  assess  the  treatment  and  prevention  needs  of  the  area, 
and  to  draw  up  programmes.  An  annual  one-week  School  of  Alcohol  and 
Drug  Studies  is  conducted  in  Melbourne  (St  Vincent's  Hospital)  and  an  an- 
nual four-day  National  Alcohol  and  Drug  Multidisciplinary  Institute  in 
Canberra  (AFADD). 

Training  courses  for  physicians,  general  nurses  and  public  health  nurses  are 
given  biannually  at  the  National  Institute  on  Alcoholism,  Kurihama  National 
Hospital.  Training  of  former  alcoholics  who  are  members  of  Zendanren  as 
consultants  in  alcohol  problems  given  at  above  institute  and  by  the  Osaka 
Alcohol  Problem  Study  Group. 


Reference 


1977  response 


AFADD,  1977 


1979  response 


201 


References  to  Section  7 


Australia,  Commonwealth  Department  of  Health  (1978)  Alcohol  in  Australia:  a summary  of  related 
statistics,  Canberra 

Australia,  Commonwealth.  Senate  Standing  Committee  on  Social  Welfare  (1977)  Drug  problems  in 
Australia  - an  intoxicated  society?  Canberra,  Australian  Government  Publishers 

Blane,  H.T.  (1976a)  Education  and  mass  persuasion  as  preventive  strategies.  In:  Room,  R.  & Sheffield,  S., 
ed..  The  prevention  of  alcohol  problems.  Report  of  a conference,  Sacramento,  Office  of  Alcoholism, 
California 

Blane,  H.T.  (1976b)  Education  and  the  prevention  of  alcoholism.  In:  Kissin,  B.  & Begleiter,  M.,  ed..  The 
biology  of  alcoholism.  Vol.  IV.  Social  biology.  New  York,  Plenum 

Blane,  H.T.  (1976c)  Health  education  as  a preventive  strategy.  Paper  prepared  for  the  Tripartite  Meeting 
on  Prevention,  Elkridge,  Md.,  Sept/Oct  1976 

Blane,  H.T.  & Hewitt,  L.E.  (1977)  Mass  media,  public  education  and  alcohol,  a state-of-the-art  review. 
Report  prepared  for  the  National  Institute  of  Alcohol  Abuse  and  Alcoholism,  Pittsburgh,  University  of 
Pittsburgh 

Blane,  H.T.  & Roizen,  R.  (1976)  In:  Room,  R.  & Sheffield,  S.,  ed..  The  prevention  of  alcohol  problems. 
Report  of  a conference,  Sacramento,  Office  of  Alcoholism,  California 

Dickman,  F.B.  & Keil,  T.J.  (1977)  Public  television  and  public  health.  The  case  of  alcoholism,  /.  Stud. 
Ale.,  38,  584 

Faurobert,  L.  & Rousset,  P.  (1976)  L'information  des  adolescents  scolaires  en  matiere  d'alcoolisme  (Infor- 
mation of  adolescents  at  school  concerning  alcoholism).  In:  Comite  national  contre  I'Alcoolisme.  Les  actes 
du  Congres  du  Strasbourg:  alcool  et  opinion.  Ale.  Sante  No.  5/6 

Fontan,  M.  (1976)  Les  facteurs  inconscients  de  (opinion  (Subconscious  factors  in  opinion).  In:  Comite  na- 
tional contre  I'Alcoolisme.  Les  actes  du  Congres  de  Strasbourg:  alcool  et  opinion.  Ale.  Sante  No.  5/6 

France,  Comite  national  de  Defense  contre  I'Alcoolisme  (1976/77)  Les  actes  du  Congres  de  Strasbourg, 
Ale.  Sante  No.  5/6  (1976),  1/2  (1977) 

Goodstadt,  M.S.  (1976)  Alcohol  and  drug  education:  models  and  outcomes.  Based  on  address  to  the 
Eleventh  Annual  Conference  of  the  Canadian  Foundation  on  Alcohol  and  Drug  Dependencies,  Toronto 

Kinder,  B.N.  (1975)  Attitudes  towards  alcohol  and  drug  abuse,  11.  Experimental  data,  mass  media  research 
and  methodological  considerations,  Int.  J.  Addict.,  10,  1035 

Levy-Leboyer,  C.  (1976)  Qu'est-ce  que  I'opinion?  (What  is  opinion?)  In:  Comite  national  contre 
I'Alcoolisme.  Les  actes  du  Congres  du  Strasbourg:  alcool  et  opinion.  Ale.  Sante  No.  5/6 

Milner,  G.  (1972)  Problems  of  alcohol  and  drug  dependence  in  Australia.  Response  to  a WHO  Inquiry. 
Roneoed  doc.  DRD/SEM/72.16 

Payer,  L.  (1974)  Institute  behind  creation  of  alcohologists.  The  Journal  (Addiction  Research  Foundation, 
Toronto)  3,  No.  12.  p.3 

Plant,  M.A.,  Pirie,  F.  & Kreitman,  N.  (1977)  Evaluation  of  the  Scottish  Health  Education  Unit's  1976  cam- 
paign on  alcoholism,  Int.  J.  Hlth.  Ed. 


202 


Room,  R.  (1976)  Draft  position  paper:  policy  initiatives  in  alcohol  problems  prevention  (compiled  follow- 
ing meeting  in  San  Diego,  1975  and  San  Francisco,  1976) 

Zielinska,  T.  (1977)  An  evaluation  of  the  effectiveness  of  educational  programmes  in  radio  broadcasting. 
Paper  presented  at  the  First  Congress  of  Socialist  Countries  on  the  Prevention  and  Therapy  of  Alcoholism 
and  other  Drug  Dependences,  Prague,  September  1977 

Unterberger,  H.  & Di  Cicco,  L.  (1968)  Alcohol  education  re-evaluated.  Bull.  Nat.  Ass.  Sec.  Sch.  Prin- 
cipals, 52,  15 

World  Fiealth  Organization  (1974)  Health  education:  a programme  review,  Geneva,  Offset  publication 
No.  7,  p.47 

Vuylsteek,  K.  (1979)  Education  pour  la  sante.  Tabagisme,  alcoolisme  et  drogues  (Health  education. 
Tobacco,  alcoholism  and  drugs),  Copenhagen,  Rapports  en  Etudes  EURO  10 


References  to  Table  13 

Costa  Rica,  CESA  (Centro  de  Estudios  Sobre  Alcoholismo)  (1975)  Encuestra  de  opinion  sobre  alcohol  y 
alcoholismo,  1 y 11  ciclos  de  la  educacion  general  basica  (Opinon  survey  on  alcohol  and  alcoholism  and 
courses  of  basic  general  education) 

Costa  Rica,  INSA  (Instituto  Nacional  Sobre  Alcoholismo)  (1974)  Los  primeros  20  ahos  del  Instituto  Na- 
cional  sobre  Alcoholismo  1954-1974  (The  first  20  years  of  the  National  Institute  on  Alcoholism 
1954-1974),  Bull.  182 

Deutsche  Hauptstelle  gegen  die  Suchtgefahren  (DHS)  (1976)  Uber  die  Tdtigkeit  der  Deutschen  Hauptstelle 
gegen  die  Suchtgefahren  im  Jahre  1976  (Annual  report  on  the  activities  of  DHS,  1976),  Hamm 

Ivanets,  N.N.  (1977)  Meditsinskii  aspekt  profilaktiki  alkogolizma  (Medical  aspects  of  prevention  of 
alcoholism).  Paper  given  at  1st  Congress  of  Socialist  Countries  on  the  Prevention  and  Therapy  of 
Alcoholism  and  other  Drug  Dependences,  Prague,  1977 


References  to  Table  14 

Bratanov,  D.  (1968)  La  lutte  contre  I'alcoolisme  en  Bulgarie  (The  fight  against  alcoholism  in  Bulgaria), 
Rev.  AlcooL,  14,  181 

Hauge,  R.  (1978)  Alcohol  policy  in  Norway.  An  historical  outline,  Oslo,  National  Institute  for  Alcohol 
Research.  Paper  presented  at  the  24th  International  Institute  on  the  Prevention  and  Treatment  of 
Alcoholism,  Zurich,  1978 


Jellinek,  E.M.  (1963)  Government  programs  on  alcoholism.  A review  of  activities  in  some  foreign  coun- 
tries, Ottawa,  Department  of  National  Health  and  Welfare 

References  to  Table  15 

Addiction  Research  Foundation  (1974)  New  profession  "Certified  alcoholism  counsellor".  The  Journal,  3, 
No.  12,  3 

AFADD  (1977)  Executive  Director's  Report  - Alcoholism  and  Drug  Dependence  Industry  Programme.  In: 
AFADD's  Annual  Report  1977,  Canberra 


203 


Payer,  L.  (1974)  Institute  behind  creation  of  alcohologists.  The  Journal,  3,  No.  12,  3 

WHO  Regional  Office  for  Europe  (1973)  Existing  patterns  of  services  for  alcoholism  and  drug  dependence, 
Copenhagen  (Rep.  EURO  5437  IV) 

Zacune,  J.  & Hensman,  C.  (1971)  ed.  Drugs,  alcohol  and  tobacco  in  Britain,  London,  Heinemann 


204 


8. 


PREVENTION  IN  SPECIFIC  CONTEXTS: 
HEALTH,  FAMILY,  TRAFFIC,  OCCUPATION 


As  mentioned  in  various  parts  of  this  review,  alcohol-related  problems  are  not  merely 
"alcoholism"  and  programmes  focused  on  specific  contexts  may  provide  more  encouraging  results 
than  a total  preventive  programme.  Information  is  brought  together  in  this  section  on  four  such 
contexts  and  it  will  be  seen  that,  although  there  appear  to  be  few  well  defined  efforts  to  reduce 
particular  health  problems  in  relation  to  alcohol  consumption,  and  on  the  whole  only  rather 
general  attempts  to  prevent  problems  among  the  families  of  heavy  drinkers,  many  countries  have 
mounted  special  programmes  to  reduce  alcohol-related  traffic  and  occupational  problems. 

8.1  Alcohol  Consumption  and  Health  Problems 

Indications  have  been  given  under  sections  3.5  and  3.6  of  relationships  between  a) 
per  capita  alcohol  consumption  and  indices  of  health  and  social  problems  in  populations,  and  b) 
individual  consumption  levels  and  problems.  Measures  for  preventing  health  problems  are  con- 
sidered below. 

To  some  extent  all  the  measures  outlined  in  the  review  so  far  can  be  considered  as 
important  for  reducing  health  problems.  Thus  at  least  some  evidence  has  been  brought  forward 
that,  in  areas  with  high  per  capita  levels  of  alcohol  consumption,  a lowering  of  the  levels  is  likely 
to  be  accompanied  by  reduction  in  rates  of  liver  cirrhosis.  Rates  of  alcoholism  and  alcoholic 
psychosis  coming  to  attention  appear  to  have  risen,  sometimes  rapidly,  with  rising  per  capita 
consumption,  and  there  is  some  evidence  of  the  effects  of  lowered  consumption. 

Indications  from  a few  countries  suggest  that  even  when  total  per  capita  consump- 
tion (as  100%  ethanol)  remains  the  same,  lowered  consumption  in  the  form  of  beverages  with 
high  alcohol  content  is  likely  to  lower  the  rates  of  alcoholic  psychosis.  There  has  been  con- 
siderable controversy  about  this,  as  noted  earlier,  and  probably  insufficient  research  has  been 
carried  out  on  these  matters  for  firm  conclusions  to  be  reached. 

As  regards  individual  consumption  and  health,  the  main  preventive  measures  might 
be  seen  as  coming  within  health  education  efforts  and  attempts  to  change  drinking  patterns  and 
social  conditions  (section  5). 

An  opportunity  for  reducing  individual  consumption  among  those  at  high  risk  for 
associated  health  problems  that  seems  to  have  been  largely  neglected  lies  with  the  general  practi- 
tioner or  other  health  worker  playing  a similar  role  in  the  community  as  well  as  nurses,  midwives 
and  primary  health  workers.  Such  persons  are  held  in  high  esteem  in  many  communities  and 
their  advice  in  relation  to  specific  hazards  concerning  an  individual's  health  might  play  a much 
greater  role  than  public  education  through  mass  media. 

Although  suggestions  are  frequently  provided  concerning  diet  in  general,  little 
attention  seems  to  have  been  given  to  advising  patients  on  their  alcohol  intake.  For  this  to  be 
done,  of  course,  suitable  information  and  education  would  need  to  be  given  during  professional 
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training.  Some  work  in  this  direction  has  been  carried  out  in  France,  where  dietary  centres  ("cen- 
tres alimentaires")  were  established  partly  to  deal  with  problems  of  ignorance  about  effects  of 
heavy  alcohol  consumption. 

In  addition,  however,  it  might  be  mentioned  that  there  are  some  techniques  currently 
under  development  which  may  be  very  helpful  to  health  workers  in  motivating  and  assisting  pa- 
tients or  clients  to  change  their  lifestyle  behaviour.  For  example,  in  Canada,  the  Department  of 
Health  and  Welfare  is  developing  a tool  called  Health  Hazard  Appraisal.  It  consists  of  a brief 
questionnaire  which  clients  are  asked  to  complete  by  themselves.  Their  answers  are  then 
tabulated  by  a computer  and  a printout  is  produced,  given  among  other  things  an  "assessed  age" 
which  may  or  may  not  be  the  same  as  the  person's  actual  age.  This  information  is  used  by  physi- 
cians or  other  health  workers  to  motivate  and  counsel  the  client  about  ways  to  improve  the  odds 
in  their  favour  by  modifying  risk  behaviours  such  as  drinking,  smoking,  nutritional  practices  and 
exercise. 

Another  example  is  an  approach  being  developed  in  British  Columbia  by  a group 
comprising  a physician,  a clinical  psychologist  and  an  educational  psychologist.  The  purpose  of 
the  project  is  to  provide  family  physicians  and  community  health  workers  with  effective 
materials,  and  delivery  system  for  those  materials,  to  be  used  as  alternatives  to  prescription 
drugs  in  helping  clients  to  manage  stress  (Western  Center  for  Preventive  and  Behavioral 
Medicine,  1979).  Such  alternatives  might  also  be  used  instead  of  destructive  drinking  patterns. 

It  has  been  suggested  that  the  fortification  of  alcoholic  beverages  with  thiamine  would 
prevent  most  cases  of  Wernicke-Korsakov  syndrome,  which  occurs  primarily  in  alcoholics, 
owing  to  inadequate  ingestion  and  intestinal  absorption  of  thiamine.  Centrewell  & Criqui  (1978) 
have  shown  that  in  the  USA,  where  an  estimated  eight  per  million  of  the  adult  population  are  ad- 
mitted annually  to  institutions  with  a diagnosis  of  Wemicke-Korsakov  syndrome,  it  would  be 
economically  advantageous  to  initiate  this  preventive  measure.  Another  example  can  be  taken 
from  Australia,  where  chronic  thiamine  deficiency  among  alcoholics  is  well  documented 
(Australia  National  Health  and  Medical  Research  Council,  1977).  One-eighth  of  all  patients  stay- 
ing more  than  one  year  in  psychiatric  hospitals  in  Queensland  have  a diagnosis  of  Korsakov's 
psychosis  (Queensland,  Department  of  Health,  1977).  It  has  also  been  suggested  that  much  help 
could  be  provided  to  "alcoholics"  by  treating  their  clinical  depression  rather  than  or  in  addition  to 
the  "alcoholism"  per  se. 

Increased  attention  is  now  being  given  in  some  countries  to  the  effects  of  alcohol 
consumption  on  the  pregnant  woman  and  her  offspring.  Although  firm  conclusions  will  have  to 
await  the  results  of  further  research,  some  planners  consider  that  available  indications  of  possible 
fetal  damage  are  a sufficient  basis  for  warning  pregnant  women  to  keep  their  alcohol  consump- 
tion very  low.  This  has  often  been  included  in  advice  by  physicians  and  through  antenatal 
clinics,  but  on  a somewhat  haphazard  basis.  Advice  to  pregnant  women  seems  likely  to  be  more 
effective  among  women  who  are  in  any  case  temperate  drinkers:  it  may  not  even  reach  heavy 
drinkers.  Expanded  perinatal  care  and  attempts  at  early  detection  of  and  assistance  to  pregnant 
women  with  hazardous  levels  of  alcohol  consumption  may  be  feasible  in  some  countries.  An 
alert  is  being  sounded  by  some  organizations  concerned  with  prevention,  particularly  in  view  of 
the  fact  that  in  recent  years  alcohol  consumption  among  women  has  shown  a rising  trend  in 
several  countries.  In  the  USA,  for  example,  public  warnings  have  been  put  out  by  NCA  and 
NIAAA  about  the  hazards  of  drinking  during  pregnancy  and  provisions  have  been  made  for  in- 
struction of  professional  groups  about  the  condition  and  the  need  to  alert  women.  An  article  by 
an  official  in  Health  and  Welfare,  Canada,  on  the  potential  adverse  effects  of  alcohol  use  during 
pregnancy  has  recently  been  published  in  Canadian  (French  and  English)  medical  journals  (Mor- 
rison & Maykut,  1979).  Further  research  has  been  proposed  to  clarify  the  risks  of  various  con- 
sumption levels,  duration  and  frequency,  in  terms  not  only  of  development  of  the  total  syn- 
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drome  but  also  lesser  adverse  effects.  Concomitant  factors,  such  as  malnutrition,  smoking  and 
use  of  other  drugs,  will  need  further  exploration.  In  the  meantime,  it  is  proposed  that  informa- 
tion to  women  on  these  matters  should  refer  to  the  fact  that  much  remains  to  be  learned  about 
the  effects  of  alcohol  consumption  during  pregnancy  but  that  even  relatively  low  consumption 
levels  may  have  some  adverse  effects. 

8.2  Alcohol  Consumption  and  Family  Problems 

A range  of  family  problems  has  been  associated  with  heavy  drinking  or  "alcoholism" 
in  one  or  more  of  the  family  members,  although  it  is  often  not  clear  whether  the  drinking  has 
been  the  cause  or  the  outcome  of  the  interpersonal  and  other  family  problems.  In  either  case,  the 
identification  of  heavy  drinkers  can  lead  to  the  detection  of  high  risk  families,  thus  providing 
perhaps  the  most  fruitful  possibilities  for  prevention  of  problems  in  other  family  members  that 
might  otherwise  reverberate  through  generations.  Considerable  pessimism  has  been  expressed 
about  the  effectiveness  of  treatment  and  care  focused  on  the  individual  drinker;  within  the  con- 
text of  his  family  situation,  there  may  be  greater  opportunity  for  understanding  the  nature  of  the 
drinking  episodes  and  how  they  are  triggered  off  and  of  preventing  further  deterioration  by  in- 
volving the  family  members.  In  other  situations,  it  may  prove  preferable  for  the  well-being  of 
both  the  drinker  and  the  family  to  break  their  ties,  at  least  for  a period,  and  to  be  helped  to  sort 
out  and  face  their  problems  within  a different  framework. 

Among  the  basic  problems  to  be  prevented  is  physical  damage.  Legislation  is  available 
in  some  countries  to  permit  intervention  by  the  police  and  others;  child  care  organizations,  and 
societies  for  prevention  of  cruelty  to  children  can  sometimes  act  to  avert  the  worst  problems.  Re- 
cent focus  on  child  and  spouse  battering  has  led  in  several  countries  to  the  establishment  of 
refuges  and  the  extension  of  other  temporary  lodging  facilities,  where  threatened  family 
members  can  find  shelter  and  support  and  at  the  same  time  seek  further  advice.  A study  of  a 
refuge  for  battered  women  showed  that  nearly  half  of  a sample  of  women  complained  that  the 
man  whose  behaviour  caused  her  to  leave  home  was  often  drunk  (Pahl,  1978).  Examples  of  the 
development  of  refuges  and  further  plans  can  be  found  in  the  report  of  the  United  Kingdom, 
Select  Committee  on  Violence  and  the  Family  (1977).  An  earlier  report  (United  Kingdom, 
Department  of  Health  and  Social  Security,  1976)  refers  (p.lO)  to  the  role  in  the  prevention  of 
violence  of  local  authority  social  services  departments,  local  community  education  departments, 
district  community  physicians,  health  education  officers,  the  health  visiting  midwifery  services 
and  many  other  agencies.  The  same  report  mentions  the  new  skills  and  collaborative  methods  of 
working  with  families  that  have  been  developed  and  the  place  of  organizations  concerned  with 
marriage  guidance.  The  Select  Committee  recommended  that  medical  schools  and  nursing  col- 
leges should  give  special  attention  to  the  social  dynamics  of  family  life  and  to  the  medical  cor- 
relates of  family  disharmony. 

Job  instability  and  financial  insecurity  within  the  family  are  often  caused  or 
exacerbated  by  heavy  drinking.  A few  countries  (e.g.  Poland)  have  provisions  permitting  the  en- 
forced payment  of  an  alcoholic's  salary  to  his  wife  if  it  has  been  proved  that  an  unduly  large 
percentage  of  his  earnings  is  being  used  for  drinks.  The  possible  disadvantages  of  such  a measure 
- at  least  for  the  alcoholic's  self-image  - can  be  foreseen,  but  steps  can  also  be  taken  to  ascertain 
where  the  greatest  need  lies.  Family  investigation  and  discussion  at  a people's  court,  comprising 
key  members  from  the  community,  often  precedes  such  a decision  in  Poland  and  follow-up  in- 
vestigations of  the  family  situation  permit  later  reversal  of  the  decision  (Wald  et  ah,  1977  and 
personal  observation). 

Walsh  (1977)  has  pointed  out  that  in  Ireland  problems  of  unpaid  rent  and  electricity 
bills  brought  by  drinkers'  wives  to  the  social  service  centres  are  often  the  first  indication  of  the 
fundamental  problem.  He  states  that  although  there  are  no  special  arrangements  for  helping 
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families  with  financial  problems  due  to  alcohol,  some  limited  funds  can  be  used  by  welfare  of- 
ficers for  this  purpose  at  their  discretion.  A number  of  other  countries  have  more  specific  provi- 
sion for  such  financial  help,  sometimes  through  temperance  bodies,  as  in  the  Scandinavian  coun- 
tries. 


As  the  alcohol-related  problems  in  a family  grow,  so  may  the  family's  social  isolation. 
Much  effort  on  the  part  of  public  education  bodies  has  often  gone  into  changing  public  opinion 
in  an  attempt  to  orient  it  towards  the  need  for  providing  assistance  rather  than  ostracizing  what 
is  looked  upon  as  deviant  behaviour. 

Progressive  disorganization  of  a family  with  increasing  alcohol  problems  may  lead 
either  to  attempts  on  the  part  of  some  members  to  reorganize  the  family  completely,  possibly  by 
excluding  the  drinker,  sometimes  through  separation  or  divorce;  or  to  a state  of  chronic  crisis.  It 
is  often  only  at  this  late  stage  that  agencies  available  to  provide  help  are  alerted:  and  by  then 
much  of  the  damage  has  gone  beyond  repair. 

Jackson  (1954)  followed  discussions  of  family  problems  among  50  wives  of  alcoholics  at- 
tending a women's  auxiliary  of  Alcoholics  Anonymous  in  the  USA  over  three  years.  An  analysis 
of  the  course  of  events  showed  how  the  families  attempted  to  cope  with  the  problems  arising.  A 
pattern  of  seven  stages  was  revealed,  comprising:  attempts  to  deny  the  existence  of  the  problems; 
attempts  to  deal  with  the  problems;  disorganization  of  the  family;  attempts  to  reorganize  family 
life  concomitantly  with  continuation  of  the  problems;  attempts  to  escape  the  problems; 
reorganization  of  part  of  the  family  without  the  drinker;  readjustment  to  a new  situation. 
Although  similar  patterns  may  be  seen  in  other  communities,  it  would  seem  important  for  bodies 
wishing  to  institute  preventive  measures  first  to  make  investigations  of  this  type  into  the  coping 
mechanisms  currently  employed  within  the  particular  society.  As  pointed  out  by  Wilson  & Or- 
ford  (1978)  these  mechanisms  are  likely  to  vary  according  to  the  demographic  composition  of  the 
family,  the  interpersonal  relationship,  the  social  situation  and  the  stage  of  the  alcohol  problems, 
but  some  general  patterns  are  recognizable.  Their  investigation  and  description  can  be  of  value  in 
the  training  of  care  personnel. 

Much  has  been  written  about  the  emotional  repercussions  of  alcohol-related  problems 
on  the  separate  family  members  and  the  complications  of  interpersonal  relationships  that  ensue. 
Some  of  these  are  considered  below. 

Spouses  of  alcoholics.  There  is  evidence  of  much  serious  disturbance  among  wives  of 
alcoholics  although  it  may  not  be  clear  whether  the  disturbance  was  present  before  the  heavy 
drinking  problems  or  is  a consequence,  and  wives  of  alcoholics  who  become  abstinent  may 
themselves  develop  neurotic  symptoms.  Underlying  psychopathology  in  both  partners  may  be 
complicated.  Taking  over  the  role  of  head  of  the  household  may  exacerbate  the  wife's  distur- 
bance, or  may  provide  relief  to  her  and  an  increased  reaction  of  dependence  on  the  part  of  the 
husband.  Available  studies  suggest  that  the  husband  of  an  alcoholic  wife,  at  least  in  some 
cultures,  is  likely  to  be  less  patient,  less  accepting  of  the  situation,  and  more  likely  to  terminate 
the  marriage  (Fox,  1968). 

Children  of  alcoholics.  Among  children  of  alcoholic  parents,  frequent  difficulties  may  be 
caused  through  their  use  as  allies  by  the  non-alcoholic  against  the  alcoholic  parent,  and  vice  ver- 
sa; for  example,  the  inconsistent  behaviour  of  the  alcoholic  parent,  alternating  between  in- 
dulgence and  indifference  or  aggression  and  the  lack  of  time,  patience  or  resources  for  suitable 
care  on  the  part  of  the  other.  The  effects  of  different  parental  drinking  patterns  on  children  are 
explored  by  Wilson  & Orford  (1978).  Some  mothers  who  drink  steadily  throughout  the  day  ap- 
pear capable  of  carrying  on  with  their  housework  and  child  care,  whereas  much  anxiety  and  fear 
may  be  engendered  by  the  parent  drinking  outside  the  home  and  returning  drunk.  Higher  rates  of 
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poor  marital  relations,  marital  conflict  and  marital  separation  are  reported  for  families  with 
alcoholics  compared  with  controls  and  may  help  to  explain  the  higher  incidence  of  disturbances 
among  the  children  of  alcoholic  parents  than  among  controls.  The  disturbances  reported  include 
school  problems  and  poor  school  performance;  emotional  problems,  such  as  anxiety  and  depres- 
sion; developmental  disorders;  fewer  means  of  coping  with  emotional  upset;  delinquency 
resulting  in  arrest  or  involvement  with  police  and  courts  and  possibly  misuse  of  drugs.  Wilson  & 
Orford  (1978)  review  the  literature  on  these  topics  and  note  the  narrow  focus  on  the  negative  ef- 
fects of  alcoholic  parents  and  lack  of  concern  with  coping  mechanisms.  These  include  reactions 
of  ignoring,  withdrawing  and  avoiding,  leaving  home,  becoming  excessively  self-reliant  and 
unable  to  trust  others  (Cork,  1969).  Fine  et  al.  (1976)  refer  to  the  paucity  of  evaluative  studies  on 
the  effects  of  parental  alcoholism  on  children  and  the  inconsistency  of  the  results  which,  as  they 
note,  is  not  surprising  in  view  of  the  complexity  of  the  relationships  between  alcoholic  parents 
and  their  children  (see,  e.g.  Chafetz  et  al.,  1971;  Kammeier,  1971;  Nylander,  1960).  Fine  et  al. 
compared  a group  of  39  children  whose  parents  were  under  treatment  for  alcoholism  with  a con- 
trol group  and  found  a higher  degree  of  disturbance  in  the  former  group. 

As  discussed  in  section  5.3,  twin  studies,  adoption  studies  and  genetic  marker  studies 
have  provided  conflicting  answers  to  the  question  of  whether  genetic  or  environmental  factors 
contribute  most  to  the  development  of  "alcoholism".  Animal  models  have  provided  some  confir- 
mation of  the  probable  importance  of  biological  factors  in  the  development  of  dependence  on 
alcohol.  At  the  same  time  evidence  has  accumulated  on  the  increased  risk  of  developing  alcohol 
problems  among  children  whose  relationship  with  their  parents  is  impaired,  and  the  risk  appears 
to  be  particularly  great  for  children  of  alcoholic  parents.  Beckman  (1975)  in  her  review  of  women 
alcoholics  refers  to  the  much  greater  likelihood  of  alcoholic  compared  with  non-alcoholic  women 
to  have  parents,  especially  fathers,  who  are  alcoholics.  Bosma  (1972)  states  that  children  of 
alcoholics  constitute  52%  of  all  alcoholics. 

It  becomes  apparent  that  there  is  a very  great  need  for  preventive  measures  aimed  at 
breaking  the  chain  of  transmission  of  alcohol  problems  through  generations.  There  seems  at  pre- 
sent little  hope  of  breaking  the  biological  link,  in  view  of  lack  of  secure  knowledge  and  ethical 
considerations.  Reduction  of  emotional  problems  resulting  from  or  leading  to  alcoholism  in 
families  appears  more  feasible,  although  highly  complex. 

Preventive  needs  and  strategies.  Possibly  the  first  need  in  such  families  is  help  in 
understanding  and  learning  how  to  deal  with  their  own  problems.  The  strategies  available  for 
supplying  such  help  are  largely  those  applicable  to  other  psychosocial  problems.  In  many  com- 
munities the  main  source  will  be  friends  and  neighbours  and  the  effectiveness  of  the  help  will  de- 
pend very  much  on  community  attitudes  to  and  understanding  of  such  problems.  Not  only 
public  education  efforts  but  also  religious  movements  have  often  been  geared  to  promoting  a 
climate  of  neighbourly  help,  and  in  some  cases  have  been  concerned  with  examining,  testing  and 
teaching  the  most  suitable  ways  of  providing  such  help. 

On  a more  structured  level  assistance  may  be  provided  through  general  social  welfare 
services,  where  they  exist.  Social  workers,  health  visitors,  public  health  nurses  and  midwives  and 
other  community  workers,  including  village  development  workers  in  some  countries,  may  be  the 
first  and  perhaps  only  category  of  trained  personnel  to  come  in  close  contact  with  "problem 
families".  Depending  on  their  personal  qualities,  experience  and  training  they  may  be  well 
prepared  for  early  identification  of  family  problems,  including  those  involving  alcohol  consump- 
tion. They  may  be  less  well  prepared  to  set  in  motion  techniques  for  helping  the  families  to  con- 
front their  own  problems. 

Flanzer  et  al.  (1977)  refer  to  a "family  focused  management  approach"  that  aims  to 
provide  the  family  with  skills  to  cope  with  high  stress  situations,  to  change  their  status  as  co- 
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deviants  in  the  "alcoholic  game"  (Steiner,  1969),  and  to  develop  partly  independently  from  the 
family  so  as  to  become  more  self-sufficient.  At  the  same  time  this  approach  attempts  to  utilize 
suitable  community  resources  for  the  benefit  of  the  family.  An  advanced  social  welfare  cur- 
riculum has  been  developed  at  the  University  of  Wisconsin  - Milwaukee  to  provide  training  in 
this  approach.  It  is  emphasized  that  whereas  many  programmes  have  been  directed  at  the  needs 
of  the  alcoholic,  the  family  focused  approach  considers  the  needs  of  the  total  family  as  having 
priority.  Helping  the  family  to  become  more  understanding  and  supportive  of  the  drinker  may 
trap  the  family  in  a system  dominated  by  alcoholism,  with  serious  adverse  effects. 

In  some  parts  of  the  world,  specific  agencies  have  been  established  to  deal  with  family 
problems  in  general,  one  of  the  objectives  being  to  coordinate  the  help  available  from  a 
multiplicity  of  agencies.  McEachem  (undated)  for  example  refers  to  family  agencies  to  be  found 
in  most  medium  and  large  cities  in  Canada,  many  of  which  have  been  in  operation  for  over  50 
years.  They  deal  with  a great  variety  of  social  needs  and  problems  and  assist  families  to  deal  with 
interpersonal  relations,  environmental  difficulties  or  a combination  of  both.  The  agencies  utilize 
resources  such  as  psychiatric  services,  child  guidance  clinics,  health  facilities,  discharged  prisoner 
facilities  and  others  in  working  with  families,  as  well  as  with  specialized  alcoholism  services. 

There  is  increasing  interest  in  the  techniques  of  family  therapy  involving  alcoholics 
and  their  families  and  Gacic  (1977)  for  example  has  described  the  development  of  such  work  in 
Belgrade,  where  a centre  for  therapy  with  families  of  alcoholics  was  set  up  in  1974.  It  employs 
medical,  social  and  psychiatric  measures  and  involves  a team  of  therapists  working  with  the  ex- 
tended family  and  often  work  colleagues  as  well.  This  work  was  presented  at  the  International 
Congress  for  Conjoint  Marital  and  Family  Therapy,  held  in  September  1977,  where  a special 
seminar  was  devoted  to  family  therapy  related  to  alcoholism.  The  question  was  discussed  also  at 
a Working  Party  on  Alcohol  and  Alcoholism  of  the  Council  in  Europe  (Sippert,  1976). 

In  other  parts  of  Yugoslavia,  clubs  for  treated  alcoholics,  which  reach  a large  clientHe 
in  Croatia  and  surrounding  areas,  have  as  one  of  their  responsibilities  guidance  to  family 
members.  A member  of  the  therapeutic  team,  often  a social  worker,  is  in  charge  of  these  acti- 
vities. Some  clubs  give  special  help  to  children  of  alcoholics  and  may  provide  tutoring  for  those 
who  have  difficulties  at  school  (Hudolin  et  ah,  1972). 

In  Czechoslovakia,  too,  much  stress  has  been  laid  on  work  with  the  wives  and  children 
of  alcoholics,  not  only  through  regular  meetings  but  also  through  the  organization  of  summer 
camps  where  extensive  investigation  can  be  made  of  family  problems  and  plans  developed  for 
dealing  with  them  (Matova,  1966). 

A number  of  publications  refer  to  the  value  of  group  discussion,  involving  either 
total  family  groups,  possibly  with  counsellors,  or  specific  members,  for  example  wives  of 
alcoholics,  or  adolescents.  Some  of  these  are  organized  by  public  agencies,  some  by  private  prac- 
titioners, others  by  voluntary  groups.  As  pointed  out  by  Robinson  (1979)  in  his  review  of  the 
self-help  process  of  AA,  much  of  the  AA  literature  is  designed  to  explain  the  alcoholic  to  spouses, 
employees,  friends,  children  and  professions  who  are  involved  in  dealing  with  the  problem. 

Much  interest  has  been  shown  in  the  work  of  Al-Anon  Family  Groups.  These  consist  of 
relatives  and  friends  of  alcoholics  who,  it  is  considered,  by  banding  together  can  better  solve 
their  common  problems.  The  Al-Anon  publications  state  that  "Both  before  and  after  the 
alcoholic  joins  AA,  or  if  he  does  not  seek  such  help,  there  is  a great  deal  the  families  can  do  to 
help  themselves  and  the  alcoholic".  Al-Anon  is  a separate  fellowship,  not  a part  of  AA,  though 
both  are  closely  allied  and  cooperate.  The  ALATEEN  groups  for  teenage  children  of  alcoholics 
have  developed  as  a branch  of  the  Al-Anon  Family  Group. 
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Janzen  (1977)  has  reviewed  the  literature  on  family  treatment  of  alcoholism.  He  refers  to 
a variety  of  types  and  theories  of  family  therapy  and  concludes  that  there  is  general  agreement  as 
to  the  potential  benefits  of  such  therapy  for  both  the  alcoholic  and  his  family.  Little  attempt  has 
been  made  to  evaluate  such  work.  One  example,  however,  is  a project  relating  to  the  treatment 
of  families  and  children  of  alcoholics  which  was  initiated  at  the  Families  and  Children's  Center, 
Baltimore,  Md.,  in  1974  with  the  objective  of  evaluating  the  effects  of  intervention  on  the  future 
of  the  child  in  his  family  (Kamback  et  ah,  1976).  Gacic  (1978)  studied  the  outcome  among  a 
group  of  50  alcoholics  and  their  families  treated  for  a year  by  family  therapy  (individual  and 
group  therapy)  compared  with  a control  group  of  50  alcoholics  treated  by  classical  methods  for  a 
year.  The  evaluation  criteria  covered  abstinence,  family  situation,  somatic  condition,  mental 
condition,  vocational  efficiency  and  general  social  adjustment.  Clinically  and  statistically,  the  ex- 
perimental group  showed  much  greater  improvement  than  the  control  group.  A very  different 
outcome  was  found  in  a study  in  London  of  100  marriages  where  the  husband  was  an  alcoholic 
(Orford  & Edwards,  1977).  After  comprehensive  outpatient  assessment,  the  families  were  ran- 
domly assigned  to  either  a treatment  or  an  advice  group,  each  comprising  50  families;  the  former 
group  was  offered  a comprehensive  programme  of  psychiatric  and  social  work  care,  the  latter 
was  given  a session  of  counselling  and  then  left  with  the  responsibility  for  working  toward  social 
goals.  After  one  year,  no  significant  differences  were  found  between  the  groups  on  a variety  of 
outcome  treatment  measures,  including  abstinence,  drinking  level,  symptoms,  wife's  hardship, 
perceived  improvement  and  employment.  A study  of  marital  variables  led  to  the  hypothesis  that 
"a  breakdown  in  the  mutual  rewardingness  of  marital  or  other  family  relationships  is  predictive 
of  a relatively  unfavourable  outcome  following  treatment  or  counselling  for  any  psychological 
disorder". 

The  complexity  of  the  needs  for  assistance  among  families  with  alcohol  problems,  as  well 
as  the  wide  variety  of  possibilities  for  meeting  these  needs,  have  been  outlined.  In  the  develop- 
ment of  preventive  programmes,  however,  consideration  has  to  be  given  to  the  enormous 
resources  required,  in  terms  of  time,  manpower  and  agencies,  to  meet  these  needs.  A careful  ex- 
amination of  the  various  types  of  help  already  being  provided  to  families  may  indicate  ways  of 
rearranging  existing  services  dealing  with  alcohol  problems,  perhaps  with  additional  training  for 
certain  staff,  to  focus  attention  more  closely  on  preventive  work  among  families.  In  many  of  the 
developing  countries  this  may  mean  including  relevant  training  in  the  curriculum  for  the  primary 
health  worker.  In  some  countries,  such  as  India,  a cohesive  family  structure  is  a strong  force  in 
the  prevention  of  alcohol-related  problems.  However,  sociocultural  and  economic  changes  now 
occurring  may  have  important  repercussions  on  family  structure.  Means  may  have  to  be  sought 
to  ensure  preservation  of  family  mechanisms  for  coping  with  problems,  or  for  establishing  alter- 
native mechanisms.  Examples  might  be  found  in  China,  or  in  the  Ujamaa  villages  of  Tanzania, 
with  the  efforts  at  strengthening  of  community  responsibility  for  problems  within  the  specific 
community. 

8.3  Alcohol  Consumption  and  Traffic  Accidents 

Accidents  are  the  main  cause,  or  among  the  main  causes  of  death  in  all  industrialized 
countries  and  are  now  high  in  the  list  in  many  developing  countries.  Over  the  last  ten  years  con- 
siderable increase  has  been  noted  in  both  mortality  and  severity  of  injury  resulting  from  road  ac- 
cidents. In  the  member  countries  of  the  Organization  for  Economic  Co-operation  and  Develop- 
ment (OECD)  fatalities  and  injuries  from  traffic  accidents  increased  by  about  17%  between  1965 
and  1973,  but  thereafter  there  has  been  a declining  trend  in  fatality  rates  (OECD,  1978).  In  some 
countries  undergoing  rapid  industrialization,  however,  the  increase  continues:  over  10  years 
(1965  — 1975)  the  fatality  rates  tripled  in  Kuwait  and  reached  a level  almost  as  high  as  in  the  USA. 
In  several  African  countries,  the  fatality  rates  increased  by  85%  — 100%.  Road  deaths  per  100 
million  passenger  miles  reached  55  in  Kenya  compared  with  six  in  the  USA,  and  in  India  the  road 
death  toll  was  10  to  15  times  that  in  the  USA  or  UK  (WHO,  1975).  A conference  on  the 
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epidemiology  of  road  traffic  accidents  (WHO  European  Regional  Office,  1976)  pointed  to  the 
under-reporting  of  accidents:  a Swedish  survey  (Hansson,  1975)  for  example,  found  that  of  700 
victims  of  road  accidents  attending  a large  hospital,  only  42%  appeared  in  the  national  returns. 
According  to  several  special  studies,  the  prevalence  of  persons  with  permanent  incapacity  from 
road  accidents  appears  to  be  increasing.  Thus  Dawson  (1967)  estimated  that  about  3%  of  per- 
sons injured  in  road  accidents  in  the  United  Kingdom  were  still  invalids  six  months  after  the  ac- 
cidents. 


Deeply  concerned  by  such  statistics,  which  relate  not  only  to  drivers  and  cyclists  but 
also  to  passengers  and  pedestrians  of  all  age  groups,  a number  of  national  and  international 
bodies  have  held  meetings,  produced  documents  and  established  commissions  to  review  the  size 
of  the  problems  involved,  the  underlying  causes  and  the  possibilities  of  prevention.  Table  17 
summarizes  the  relevant  activities  of  a number  of  the  bodies  concerned  with  these  matters. 

Role  of  Alcohol  in  Traffic  Accidents 

There  is  now  considerable  evidence  of  the  role  of  alcohol  in  road  accidents  (see,  e.g. 
Goldberg  & Havard,  1968;  OECD,  1978).  According  to  OECD  (1978),  between  one-third  and 
half  of  the  fatal  road  accidents  among  adults  involve  drivers  with  measurable  alcohol  and/or 
drug  presence.  An  extensive  survey  carried  out  in  1962/3  at  Grand  Rapids,  Michigan  (Borkens- 
tein  et  al.,  1964)  showed  that  high  blood-alcohol  levels  are  associated  with  a disproportionately 
high  risk  of  collision.  A degree  of  impairment  can  be  demonstrated  in  the  average  person  at  a 
level  of  0.5  g ethanol  per  1000  g blood;  evidence  suggests  that  above  0.8  g per  1000  g the  risk  of 
accident  involvement  increases  appreciably  for  most  drinking  drivers  and  that  beyond  1 g per 
1000  g there  is  definite  increase  in  risk  for  all  drivers.  The  survey  indicated  that  the  risk  at  1.5  g 
per  1000  g was  10  times  the  normal  and  at  2.0  g per  1000  g,  20  times.  It  has  also  been  shown  that 
the  effect  of  other  factors  implicated  in  collisions  (darkness,  fatigue,  speed)  is  heightened  in  the 
presence  of  alcohol.  Hurst  (1973)  has  clearly  shown  that  blood  alcohol  levels  of  0.8  g ethanol  per 
1000  g blood  are  incompatible  with  safe  driving  and  Perrine  et  al.  (1971)  have  demonstrated  that 
small  increases  above  that  level  result  in  disproportionately  large  increases  in  crash  risk. 

Persons  inexperienced  in  driving  and  in  drinking,  that  is  especially  young  persons 
recently  granted  driving  licences,  are  at  a particularly  high  risk  of  road  accident  involvement 
(OECD,  1978).  This  risk  is  demonstrably  exacerbated  by  the  consumption  of  alcohol  (Warren, 
1976),  yet  the  specific  contribution  of  inexperience,  exposure  and  impairment  to  this  risk  of  colli- 
sion is  only  beginning  to  be  understood  (Warren  & Simpson,  1976).  The  increase  in  the  road  ac- 
cident rate  among  young  males  in  several  countries  is  considered  to  be  largely  a result  of  increase 
in  drinking  at  an  increasingly  early  age,  accompanied  in  certain  countries  by  a lowering  of  the 
permissible  age  at  which  alcohol  can  be  bought  and  consumed  and  at  which  a driving  licence  can 
be  obtained.  In  Ontario,  for  example,  the  greatest  increases  in  alcohol-related  collision  rates 
between  1970  and  1974  were  among  drivers  aged  16-19  and  20-24  (Smart,  1976).  Indeed  it  has 
been  shown  (Simpson  et  al.,  1978)  that  from  1974  to  1976  inclusive,  at  least  46%  of  all  the  fatally 
injured  drivers  in  Canada  were  under  24  years  of  age.  Whitehead  (1977)  found  that  all  the  well 
designed  studies  reviewed  by  him  inferred  an  effect  of  the  lowering  of  legal  drinking  age  on  in- 
creased collision  involvement.  Driving  after  drinking  was  one  of  the  commonest  circumstances 
leading  to  death  among  male  drivers  in  their  twenties  in  the  United  Kingdom  in  1974  : 45%  of 
those  killed  had  blood  alcohol  levels  over  the  legal  limit  (UK,  Department  of  the  Environment, 
1976). 


The  simultaneous  presence  of  both  alcohol  and  other  drugs  in  the  blood  may  have 
effects  on  driving  greater  than  the  added  individual  effects.  Moskowitz  (1977)  refers  to  a United 
States  study  of  persons  arrested  for  driving  under  the  influence  of  alcohol,  in  25%  of  whom 
drugs  were  found  also  to  be  present.  In  a British  study  of  road  accidents,  26%  of  those  who  had 
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alcohol  present  had  also  used  drugs.  There  are,  however,  few  data  on  which  to  base  an  evalua- 
tion of  the  possible  dangers  of  such  combined  use.  It  appears,  though,  that  various  drugs  may  af- 
fect specific  behaviours  differently.  Studies  have  indicated  that  the  main  human  problems  for 
driving  safety  are  perception,  attention  and  the  adequate  central  control  function  of  information 
processing,  all  of  which  can  be  affected  by  alcohol  and  other  drugs.  Laboratory  studies  of  such 
effects  are  being  carried  out,  for  example,  by  Moskowitz.  There  is  also  an  epidemiological  study 
of  drug  involvement  in  fatal  collisions  under  way  in  Canada  by  the  Traffic  Injury  Research  Foun- 
dation with  financial  support  from  Health  and  Welfare,  Canada.  This  study  will  attempt  to 
determine  the  presence  of  about  70  drugs,  including  alcohol,  in  samples  obtained  from  virtually 
all  injured  drivers  in  Ontario  over  a one-year  period. 

Legislation  on  Drinking  and  Driving 

Recognition  of  the  above  facts  had  led  many  countries  to  stipulate  the  limit  of  blood- 
alcohol  level  at  which  a detected  driver  is  punishable,  as  set  out  in  table  16,  or  to  define  as  illegal 
certain  behaviour  considered  to  constitute  impairment  on  a basis  of  observation,  which  may  be 
supported  by  information  on  blood  alcohol  level. 

A few  countries  completely  prohibit  alcohol  consumption  before  and  during  driving. 
Among  the  countries  for  which  information  was  available  it  is  seen  that  seven  (Bulgaria, 
Czechoslovakia,  German  Democratic  Republic,  Hungary,  Poland,  Romania  and  USSR)  have 
regulations  against  permitting  any  blood  alcohol  content  (BAC)  for  drivers. 

Several  other  countries  now  impose  an  upper  legal  limit  of  0.5  g ethanol  per  1000  g 
blood.  The  list  includes  Finland,  Greece,  Iceland,  Netherlands,  Norway,  Sweden  and 
Yugoslavia.  While  approving  the  choice  of  this  low  legal  limit  from  the  point  of  view  of  traffic 
safety,  several  countries  have  noted  the  difficulty  of  enforcing  that  limit.  The  level  for  Denmark 
is  0.6  g.  Nine  other  countries  (Austria,  Belgium,  Canada,  France,  Federal  Republic  of  Germany, 
Luxembourg,  Spain,  Switzerland,  UK),  two  States  in  the  USA  and  most  in  Australia  have  a legal 
limit  of  0.8  g.  In  most  States  of  the  USA,  and  in  New  Zealand,  the  limit  is  still  1.0  g and  in  four 
US  States  1.5  g. 

In  most  of  these  countries,  legislation  has  been  passed  on  permissible  testing.  In 
several,  the  police  are  permitted  to  carry  out  breath  tests,  either  at  random  (e.g.  Switzerland),  at 
special  places  (e.g.  at  traffic  control  points,  in  Sweden)  or  only  on  persons  involved  in  road  traf- 
fic accidents.  If  positive,  the  test  may  be  followed  up  by  a blood  test  with  or  without  medical  ex- 
amination in  some  countries.  Additional  signs  of  inebriety  may  be  a condition  for  penalization. 

Penalties  imposed  include  fines,  which  may  increase  with  higher  BACs  (Sweden, 
Switzerland),  imprisonment,  withdrawal  of  driving  licence,  which  may  be  definitive  for 
alcoholics  (Portugal),  transfer  from  sector  of  work  (Czechoslovakia).  Refusal  to  submit  to  a 
chemical  test  carries  no  penalty  in  some  countries,  whereas  in  others  a penalty  may  be  imposed 
as  if  there  were  conviction  for  impairment. 

In  France,  the  law  of  1970  permitted  an  alcohol  test  to  be  carried  out  only  in  cases  of 
accident  or  driving  offence.  The  new  law  of  July  1978,  widely  publicized  in  the  newspapers,  per- 
mits systematic  road  controls  at  the  request  of  the  Public  Prosecutor.  The  law  provides  that  in- 
itially the  public  should  be  informed  of  the  time  and  place  of  these  test  surveys  but  that  later  this 
information  would  not  be  divulged.  In  the  second  half  of  1978  such  tests  were  carried  out  in  all 
regions  (departements)  of  France.  Stronger  sanctions  are  provided  for  in  the  case  of  positive  tests, 
including  suspension  of  driving  licence  for  a year  and  even  complete  revocation  of  licence  in 
some  cases.  An  editorial  in  Alcool  ou  Sante  (1978)  reviews  the  varied  public  reactions  to  the  law, 
including  the  report  of  a survey  carried  out  on  behalf  of  the  International  Committee  for  Road 
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Safety,  showing  that  97%  of  the  interviewees  had  heard  of  the  law  and  66%  approved  the 
measures  adopted.  Interviews  reported  in  the  above  journal  refer  to  declines  in  traffic  mortality 
and  accident  rates  due  to  alcohol  consumption  in  the  two  months  immediately  following  the  date 
of  the  law. 

In  the  same  month  as  the  promulgation  of  the  new  French  law,  an  energetic  programme 
was  set  in  motion  in  the  Ivory  Coast  (Mockey,  1978).  A specially  trained  team  carried  out 
alcohol  breath  tests  among  lorry  drivers  and  taxi  drivers  in  Abidjan  daily  from  4 p.m.  to  5 p.m. 
and  from  8 p.m.  to  2 a.m.  Blood  samples  were  taken  from  those  with  positive  results,  the  driving 
licence  was  confiscated  and  the  vehicle  taken  to  the  police  station.  While  awaiting  the  results  of 
the  blood  test,  the  driver  was  obliged  to  go  daily  to  the  police  station.  Further  action  could  in- 
clude temporary  or  permanent  suspension  of  driving  licence. 

There  is  general  agreement  that  legislation  on  maximum  permissible  blood  alcohol 
levels  in  drivers  is  of  little  value  unless  it  is  enforced  and  perceived  to  be  enforced.  Under  such 
conditions,  it  has  been  shown  to  be  successful  in  lowering  road  accident  rates.  An  outstanding 
example  of  this  came  from  the  United  Kingdom,  where  the  Road  Safety  Act  1967  "had  greater 
demonstrable  benefits  than  any  other  drinking  and  driving  legislation,  anywhere  in  the  world" 
(UK,  Department  of  the  Environment,  1976).  The  Act  was  brought  in  during  an  intensive  three- 
month  public  information  campaign  and  strong  enforcement  measures  were  taken  through  new- 
ly permissible  breath  testing  and  convictions.  There  was  an  immediate  fall  of  15%  in  fatal 
casualties  and  of  11%  in  total  casualties  in  the  first  year  (mainly  between  10  p.m.  and  4 a.m.). 
However,  despite  a continued  high  level  of  enforcement,  the  number  of  casualties  associated 
with  drinking  started  to  rise  again  after  a few  years  (Ross,  1974;  Sabey  & Codling,  1974)  and  the 
1976  situation  was  more  serious  than  in  1967.  This  is  no  doubt  partly  due  to  increases  in  per 
capita  alcohol  consumption  and  in  use  of  personal  transport,  decay  in  awareness  of  risks  in- 
curred, and  appreciation  by  drinking  drivers  of  the  low  risk  of  detection.  Ross  (1973)  concluded 
from  an  analysis  of  the  situation  after  the  1967  Act  that  the  risk  of  apprehension  for  a drinking 
driver  in  the  United  Kingdom  was  very  small  and  the  public  had  realized  this.  On  the  other  hand, 
public  opinion  surveys  by  the  Automobile  Association  have  shown  that  over  60%  of  drivers 
were  satisfied  with  the  law  in  both  1968  and  1974,  but  those  thinking  it  should  be  stronger  rose 
from  9%  to  23%  and  those  considering  the  law  unnecessary  fell  from  16%  to  1%  (UK,  Depart- 
ment of  The  Environment,  1976).  During  another  concentrated  exercise  in  Britain  (Cheshire)  in 
1975,  police  carried  out  breath  tests  on  all  drivers  involved  in  accidents  or  traffic  offences. 
Associated  publicity  greatly  increased  drivers'  perception  of  the  risk  of  detection  after  drinking. 
The  number  of  fatal  road  accidents  and  severe  injuries  during  drinking  hours  declined  by  60%  — 
but  rose  again  after  the  end  of  the  exercise  (Havard,  1978).  This  points  to  the  need  for  continued 
preventive  effort.  According  to  Drew  (1978:  personal  communication)  statistics  (at  least  for 
Australia)  suggest  that  anyone  who  drinks  and  drives  with  any  regularity  will  certainly  be  appre- 
hended within  a period  of  five  to  seven  years  and  that  public  education  should  emphasize  this  in- 
evitability of  apprehension.  Beitel  et  al.  (1975)  found  from  research  in  Kansas  City,  USA,  that 
the  probability  of  arrest  while  driving  at  a level  of  1.0  g ethanol  per  1000  g blood  was  about  1 in 
200.  Muller  (1976)  estimated  that  in  the  Federal  Republic  of  Germany  the  probability  of  being  ar- 
rested was  one  in  300  cases  of  drunken  driving. 

Scientific  methods  of  assessing  blood  alcohol  levels  from  a breath  sample  are  now 
available  and  could  be  used  to  increase  detection  rates  and  to  affect  drivers'  awareness  of  increas- 
ed probability  of  detection  (OECD,  1978).  In  some  countries  additional  legislation  would  be  re- 
quired to  permit  involvement  of  the  police  in  breath-testing  of  drivers.  Routine  testing  through 
"random"  tests  appears  to  be  an  inefficient  use  of  resources  and  intensive  campaigns  of  testing  at 
selected  places  and  times  have  been  suggested  as  a preferable  method  of  enforcement.  The 
Australian  Law  Reform  Commission  (1976)  came  to  this  conclusion  after  a careful  examination 
of  the  situation.  It  has  been  shown  that  defects,  anomalies  and  limitations  in  the  law  may  have 
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inhibited  enforcement  (see  e.g.  UK,  Department  of  the  Environment,  1976)  and  these  would 
need  to  be  remedied.  It  has  been  pointed  out,  for  example,  that  in  the  UK  a person  may  be  less 
heavily  penalized  if  he  leaves  the  scene  of  an  accident  resulting  from  his  intoxicated  state  than  if 
he  remains  and  is  charged  with  drunken  driving. 


The  OECD  (1978)  review  concludes  that  penalties  are  unlikely  to  reduce  the  magnitude 
of  the  total  problem  of  alcohol-related  traffic  accidents  unless  detection  rates  are  greatly  increas- 
ed. Immediate  conviction  or  penalty  may  add  to  the  effectiveness.  There  is  contradictory 
evidence  about  the  deterrent  effects  of  prison  sentences  as  a routine  penalty  for  drinking  driving 
offences  in  Scandinavian  countries.  Studies  of  this  topic  are  currently  under  way  (OECD,  1978). 


High  Risk  Drivers 

A number  of  studies  have  concluded  that  a high  percentage,  or  even  the  majority,  of 
alcohol-related  crashes  are  caused,  not  by  drinking  drivers  who  once  in  a while  exceed  the  blood 
alcohol  limit,  but  by  those  who  drink  very  heavily.  Johnston  (1976)  cites  studies  where  a third  of 
fatally  injured  drivers  in  Australia  had  blood  alcohol  levels  of  at  least  1.5  g per  1000  g.  A com- 
prehensive evaluation  of  more  than  2000  persons  arrested  in  Philadelphia,  USA,  for  driving 
while  intoxicated  demonstrated  that  nearly  64%  could  be  clearly  diagnosed  as  alcoholic  (Fine  & 
Scoles,  1976).  The  diagnosis  was  based  on  blood  alcohol  concentration  at  the  time  of  arrest, 
quantity  and  frequency  of  alcohol  intake,  behaviour  associated  with  drinking  and  the  Eysenck 
personality  inventory.  Referral  for  evaluation  of  persons  arrested  for  drunk  driving  is  considered 
to  provide  an  excellent  opportunity  for  referral  to  suitable  treatment.  In  Canada,  a study  of  1119 
fatally  injured  automobile  drivers  showed  that  at  least  47%  had  been  drinking  and  of  these  80% 
had  levels  higher  than  80  g ethanol  per  1000  ml  blood  (Simpson  et  al.,  1978).  Of  nearly  1000 
drivers  in  France  who  had  had  their  licence  suspended  between  1972  and  mid  1975,  one  quarter 
had  blood-alcohol  levels  of  2 g per  1000  g or  higher  at  the  time  of  the  offence.  More  than  one- 
third  were  diagnosed  as  "chronic  alcoholics"  (Vieville  & Sapin-Jaloustre,  1977).  In  England  and 
Wales,  10%  of  drivers  killed  in  collisions  in  1974  had  blood  alcohol  levels  of  over  2 g per  1000  g 
and  it  is  proposed  that  priority  should  be  given  to  dealing  with  this  very  high  risk  group  of 
drivers,  together  with  persons  convicted  for  a second  time  within  10  years,  two-thirds  of  whom 
were  found  to  have  blood  alcohol  levels  of  over  1.5  g per  1000  g.  It  is  estimated  that  15  000  such 
cases  would  have  to  be  dealt  with  annually  in  Britain  (UK,  Department  of  the  Environment, 
1976). 


The  suggestion  made  by  the  Departmental  Committee  was  that  for  such  high  risk  of- 
fenders, the  driving  licence  would  be  restored  at  the  end  of  the  ordinary  disqualification  only 
upon  proof  by  the  offender  to  the  court  that  he  no  longer  presented  undue  danger  to  himself  or 
other  road  users  by  reason  of  his  drinking  habits.  Some  countries  already  have  at  least  partial 
provisions  of  this  kind.  In  France,  for  example,  the  road  traffic  code  (Art.  268-6)  stipulates  that 
all  drivers  who  have  had  their  licence  suspended  must  undergo  a medical  examination  at  the  end 
of  the  suspension  period  before  a decision  is  made  to  return  the  licence. 


A step  towards  the  prevention  of  alcohol-related  traffic  accidents  might  be  the  tightening 
up  of  standards  for  the  licensing  of  drivers.  Guiding  principles  for  the  medical  examination  of  ap- 
plicants for  motor  vehicle  permits  were  put  forward  by  WHO  and  used  by  the  Economic  Council 
of  Europe  in  adopting  in  1975  an  international  agreement  on  minimum  requirements  for  the  issue 
and  validity  of  driving  permits.  At  that  time  little  attention  was  paid  to  the  possibility  of  testing 
for  propensity  to  heavy  drinking,  which  might  involve  inquiry  going  beyond  a single  medical  ex- 
amination, but  this  aspect  could  be  considered  in  any  revision  of  the  licensing  standards. 
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Mass  Transport  Drivers 

In  planning  prevention  of  alcohol-related  problems,  some  countries  have  recognized  the 
high  risk  of  society  of  permitting  drinking  among  drivers  of  mass  transport,  including  trains  and 
ships,  and  among  plane  pilots,  as  well  as  among  those  responsible  for  traffic  safety  and  signals.  A 
study  of  103  fatally  injured  drivers  of  transport  trucks  in  Canada  revealed  that  at  least  13%  had 
BACs  in  excess  of  0.8  g ethanol  per  1000  ml  blood. 

Education  and  Rehabilitation  Programmes 

Evaluation  of  the  effectiveness  of  public  information  campaigns  has  been  sponsored  by 
OECD  since  1970.  A road  research  group  comprising  representatives  of  15  member  nations 
reported  on  their  findings  on  this  matter  (Wilde,  1971).  A later  report  on  the  use  of  mass  media 
for  highway  safety  was  prepared  by  the  United  States  Department  of  Transportation  (1974).  The 
results  are  summarized  in  the  OECD  (1978)  review,  which  concludes  that  little  scientific  informa- 
tion is  available  on  the  effectiveness  of  various  types  of  public  information  programmes  in  modi- 
fying  drinking  and  driving  behaviour,  but  that  most  such  campaigns  are  aimed  at  "social 
drinkers",  since  "problem  drinkers"  are  too  difficult  to  reach.  Moreover,  criteria  used  for  evalua- 
tion of  campaign  effectiveness  have  in  general  been  limited  to  increase  in  knowledge  and  possibly 
change  in  attitudes  rather  than  change  in  driving  behaviour.  Evaluation  is  also  complicated  by 
the  fact  that  such  campaigns  are  often  carried  out  simultaneously  with  changes  in  laws  or  level  of 
enforcement  of  traffic  conditions.  Many  campaigns  have  not  been  evaluated. 

An  example  of  what  appears  to  have  been  a successful  public  education  campaign  comes 
from  New  South  Wales,  Australia.  A 1971  survey  on  a random  sample  of  1197  men  and  women 
aged  17-69  years  showed  that  the  social  environment  was  very  permissive  towards  the  male 
drinking  driver,  there  was  widespread  ignorance  of  the  facts  about  the  relationship  between 
drinking  and  driving  and  there  was  little  knowledge  or  understanding  of  the  Breathalyzer  legisla- 
tion. An  education  campaign  was  therefore  designed  to  increase  knowledge  and  if  possible 
change  social  attitudes  to  drinking  and  driving.  The  first  stage  resulted  in  sizeable  increase  in 
community  knowledge  about  alcohol,  traffic  crashes  and  the  law.  On  this  basis  a more  ambitious 
programme,  known  as  the  "Slob  campaign"  was  mounted  in  1974.  The  "Slob"  was  defined  as  a 
man  who  drank  six  middle-sized  beers  or  more  an  hour.  In  a widespread  mass  media  campaign, 
emphasis  was  laid  on  the  need  to  stop  the  slob  from  driving.  The  Australian  Bureau  of  Statistics 
in  association  with  the  Traffic  Accident  Research  Unit  carried  out  surveys  before  and  after  the 
campaign  (three  month  interval).  Statistically  significant  attitude  changes  in  the  desired  direction 
were  found.  Direct  studies  of  behaviour  change  (e.g.  by  random  roadside  surveys)  was  not  possi- 
ble, but  convictions  for  driving  with  blood  alcohol  levels  above  the  legal  limit  dropped  by  6.3% 
in  1974  compared  with  1973.  This  might  have  represented  a change  in  police  activities,  but  this 
appeared  improbable.  The  alternative  possibility  of  change  in  drivers'  behaviour  was  supported 
by  the  fact  that  the  statistically  significant  drop  in  blood  alcohol  levels  in  1974  followed 
remarkably  static  levels  over  the  preceding  four  years.  The  1974  reduction  coincided  with  an  in- 
crease in  alcohol  consumption  in  Australia  as  a whole  in  1973/74.  Henderson  & Freedman  (1976) 
who  described  this  project  draw  attention  to  the  very  heavy  costs  of  multi-media  advertising  and 
state  that  it  remains  to  be  shown  whether  the  benefits  brought  about  are  commensurate.  It  might 
be  preferable  to  concentrate  resources  on  young  people,  the  drivers  of  tomorrow. 

Alcohol  information  is  beginning  to  be  included  in  driver  education  curricula  in 
secondary  schools  in  the  USA,  but  in  Europe  the  only  example  appeared  to  come  from  the 
Federal  Republic  of  Germany. 

Information  of  the  effects  of  alcohol  and  other  drugs  on  driving  behaviour  and 
responses  has  recently  been  introduced  into  the  curricula  of  driving  schools  in  a few  countries. 
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Up  to  now  little  information  on  the  effectiveness  of  such  programmes  in  reducing  road  accidents 
has  become  available. 

In  a recent  study  of  persons  convicted  of  driving  while  intoxicated  (Scoles  & Fine, 
1977)  both  the  group  subjected  to  an  educational  safe  driving  programme  and  the  control  group 
showed  similar  decrease  in  alcohol  consumption  and  alcohol  impairment.  It  is  postulated  that  the 
decrease  was  associated  with  the  arrest  process,  which  was  traumatic.  An  evaluation  of  35 
Alcohol  Safety  Action  Projects  (ASAPs)  in  the  USA  (OECD,  1978)  suggests  that  non-problem 
drinkers  referred  to  education  programmes  subsequently  had  lower  arrest  rates  for  alcohol 
related  offences  than  controls.  This  did  not  hold  good  for  "problem  drinkers".  The  OECD  report 
refers  to  54  studies  on  the  effects  of  ASAP  schools  in  terms  of  reduced  violations  for  the  group 
that  underwent  the  education.  Of  the  36  studies  judged  as  being  methodologically  weak,  44% 
reported  reduced  arrests  for  the  trained  group  compared  with  controls:  the  relevant  figure  was 
only  22%  for  the  18  methodologically  sound  studies.  No  statistically  significant  reduction  in 
subsequent  crashes  has  been  shown  among  drivers  who  attended  educational  group  sessions. 

Rehabilitation  programmes  for  convicted  drivers  have  been  initiated  in  a few  countries, 
but  they  are  mainly  informational.  Few  attempts  have  been  made  to  evaluate  the  effect  of  man- 
datory rehabilitation  on  subsequent  driving  behaviour  but  the  OECD  report  refers  to  a small 
number  suggesting  that  mandatory  rehabilitation  may  be  a sound  decision. 

Participation  in  alcohol  education  programmes  designed  to  deal  with  drivers  convicted 
of  "driving  while  intoxicated"  (DWI)  or  "driving  while  ability  impaired"  (DWAI)  is  often 
motivated  by  the  expectation  of  earlier  return  of  a driving  licence  in  the  USA.  An  examination  of 
855  such  participants  revealed  that  those  who  might  be  considered  most  in  need  (the  young  and 
those  with  high  blood  alcohol  levels  at  the  time  of  arrest)  were  most  likely  to  drop  out  of  the  pro- 
gramme (Kern  et  ah,  1977). 

An  evaluation  of  the  Alberta  Impaired  Drivers'  Programme  (AIDP)  in  Canada  found  no 
significant  reduction  in  recidivism  for  alcohol  related  arrest  associated  with  the  programme,  but 
drivers  who  completed  the  course  were  reported  as  having  significantly  reduced  traffic  and 
criminal  code  convictions  of  other  types  (Zelhart,  1973). 

The  OECD  report  points  out  that  driver  rehabilitation  programmes  cannot  be  expected 
to  result  in  dramatic  crash  reductions  since  they  deal  only  with  known  offenders,  who  constitute 
only  a small  proportion  of  those  involved  in  crashes  in  any  one  year.  However,  another  objec- 
tive of  such  programmes  might  be  to  reduce  any  socially  relevant  problems  due  to  drinking. 


Combination  of  Countermeasures 

The  OECD  review  concludes  from  its  survey  of  countermeasures  launched  in  many 
countries  against  the  alcohol  impaired  driver  that: 

"because  of  the  shortage  of  sound  scientific  data  it  has  often  not  been  possible  to  deter- 
mine whether  the  countermeasures  have  been  effective  in  reducing  the  incidence  of  driv- 
ing after  drinking;  nevertheless  some  degree  of  success  has  been  demonstrated  for  a varie- 
ty of  countermeasures,  usually  used  in  combination,  in  a number  of  countries". 

A recent  evaluation  carried  out  in  Australia  (Drew,  1978)  and  relating  to  a longer 
period  gives  ground  for  some  optimism  concerning  the  efficacy  of  countermeasures.  Despite  in- 
creasing alcohol  consumption,  it  was  found  that  alcohol  related  casualties  had  been  reduced  in 
recent  years  (at  a rate  of  about  4.5%  per  year).  It  is  suggested  that  seat  belts,  better  roads  and 
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cars,  speed  limits  on  the  open  road  and  education  and  legislation  regarding  alcohol  and  driving 
have  probably  played  a part  in  achieving  this  result. 

A massive  programme  concerning  alcohol  and  traffic  safety  was  launched  in  Sweden  in 
1975,  involving  a variety  of  authorities  and  organizations  and  coordinated  by  the  Swedish  Na- 
tional Road  Safety  Board.  No  results  have  come  to  hand  as  yet. 

In  the  USA,  the  Department  of  Transportation  initiated  a comprehensive  programme 
in  1969  intended  to  reduce  alcohol-related  deaths  and  injuries.  A major  component  of  the  pro- 
gramme comprised  Alcohol  Safety  Action  projects  (ASAPs)  started  in  35  localities.  The  projects 
emphasized  increased  law  enforcement,  improved  identification  of  "problem  drinkers"  prior  to 
sentencing,  attempts  at  their  rehabilitation,  and  public  information  and  education.  The  National 
Highway  Traffic  Safety  Administration  (1974)  reported  a 10%  decrease  in  night-time  fatalities 
and  a 6%  decrease  in  day-time  fatalities  in  the  first  eight  ASAPs  to  have  completed  their  three- 
year  programme,  compared  with  the  three  years  before  they  started.  Zador  (1976),  however, 
criticized  these  results  and  examined  statistical  evidence  concerning  the  effectiveness  of  ASAPs  in 
28  of  the  programme  areas.  He  found  no  evidence  of  programme  effectiveness  in  terms  of  reduc- 
tion of  motor  vehicle  crash  fatalities  in  communities  with  such  areas  as  compared  with  control 
communities.  Johnson  et  al.  (1976)  argued  that  because  of  the  magnitude  and  innovative  nature 
of  the  programme,  evaluation  based  on  the  early  period  of  operation  was  premature. 

A recent  report  to  the  US  Congress  (USA.  Comptroller  General,  1979)  describes  the  ma- 
jor activities  of  the  Department  of  Transportation  to  combat  the  drinking-driver  problem.  It  is 
recognized  that  alcohol  remains  the  largest  single  factor  in  highway  deaths  and  that  despite  im- 
portant countermeasure  activities  between  1971  and  1978  no  overall  national  results  have  ensued 
in  terms  of  reducing  the  number  of  highway  deaths.  Nevertheless,  some  limited  successes  have 
been  identified  as  well  as  specific  obstacles  to  effective  campaigns.  It  is  concluded  that  the  major 
obstacle  is  society's  general  attitude  toward  drinking  and  driving  and  that  a concerted  effort  will 
be  necessary  to  help  bring  about  a change  in  attitudes. 

This  will  require  a long-term  continuous  commitment  and  coordination  of  effort.  The 
main  recommendation  is  that  the  Secretary  of  Transportation  should  "work  with  other  Federal 
agency  heads  to  establish  a mechanism  for  coordinating  alcohol-related  activities  - such  as  adver- 
tising, education,  rehabilitation  and  law-enforcement  - in  developing  an  aggressive  national  pro- 
gram that  deals  with  the  entire  alcohol  abuse  problem  and  specifically  with  the  drinking  driver". 

8.4  Alcohol  Consumption  and  Occupational  Problems 

The  majority  of  persons  with  alcohol  problems  are  employed  or  pursuing  some  type 
of  regular  occupation,  contrary  to  the  popular  image  of  the  alcoholic  as  a down-and-out  denizen 
of  skid  row.  Recognition  of  the  high  problem  rates  associated  with  some  occupations,  and  the 
deleterious  effect  on  well-being,  harmonious  working  relations  and  productivity,  have  led  to  at- 
tempts at  early  recognition  of  incipient  problems  and  preventive  intervention.  A review  of  the 
relationship  between  type  of  occupation  and  alcohol  problems  is  provided  in  section  5. 

Attempts  have  been  made  to  quantify  the  consequences  to  enterprises  of  heavy  drinking 
among  the  workforce.  It  has  been  found  that  "alcoholic"  employees  may  have  a considerably 
higher  number  of  days  off  for  sickness  and  accidents  than  controls.  In  Switzerland,  for  example, 
Miihlemann  (1977)  found  that  in  two  companies  persons  diagnosed  as  "chronic  alcoholics"  by 
psychiatrists  had  2.6  times  as  many  such  days  of  absence  as  controls  over  10  years  (1966-1976). 
In  the  United  Kingdom,  a study  indicated  that  employed  male  alcoholics  attending  a Regional 
Addiction  Unit  lost  five  times  as  many  working  days  through  sickness  as  the  average  for  the 
general  male  population  (Saad  & Madden,  1976).  Male  alcoholics  among  300  clients  of  Alcohol 
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Information  Centres  had  lost  an  average  of  86  working  days  during  the  year  prior  to  coming  for 
treatment  (Edwards  et  ah,  1967). 

Production  losses  result  not  only  from  absenteeism  among  heavy  drinkers,  but  also  from 
the  lowering  of  their  efficiency.  Moreover,  alcohol  may  play  a role  in  the  causation  of  industrial 
accidents.  In  the  Paris  region,  for  example,  10% -15%  of  work  accidents  were  stated  to  be  due  to 
an  "alcoholic  state"  (Saint-Jours,  1970).  However,  it  has  been  suggested  that  heavy  drinkers  likely 
to  cause  accidents  probably  do  not  come  to  work  on  days  of  highest  risk,  that  is  often  on  Mon- 
days after  a weekend  of  drinking. 

Consequences  of  heavy  drinking  may  be  particularly  serious  in  occupations  affecting  the 
lives  of  others.  Mention  has  been  made  of  persons  involved  in  mass  transport,  but  catastrophic 
results  may  ensue  from  errors  of  judgement  induced  by  heavy  drinking  among,  for  example, 
highly  placed  civil  servants,  engineers,  physicians  and  surgeons.  The  consequences  of  the 
housewife's  heavy  drinking,  on  the  other  hand,  are  more  likely  to  be  confined  to  the  family. 

Preventive  Measures  and  Programmes 

Legislative  provisions.  A number  of  countries  have  enacted  legislation  aimed  at 
reducing  occupational  hazards  related  to  alcohol  consumption.  Alcoholic  beverages  may  not  be 
permitted  at  all  in  places  of  work  for  consumption  during  working  hours  (e.g.  Finland);  in 
others,  spirits  may  be  prohibited  and  the  consumption  of  other  alcoholic  beverages  may  be  sub- 
ject to  strict  regulations  (e.g.  France).  France  was  probably  the  first  country  to  pass  a law  (dated 
1913)  enjoining  company  owners  to  ensure  the  availability  of  fresh  drinking  water,  guaranteed  as 
clean  and  hygienic,  for  the  employees.  Special  provisions  have  been  made  for  establishments 
where  the  work  involves  high  temperatures  or  excessive  dust.  In  some  countries,  alcoholic 
beverages  are  used  in  some  places  of  work  as  part  payment.  The  International  Labour  Office 
Convention  No.  95  on  the  Protection  of  Wages  contains  provisions  prohibiting  the  payment  of 
wages  in  the  form  of  alcoholic  beverages  of  high  alcohol  content.  The  use  of  any  alcoholic 
beverages  for  this  purpose  was  prohibited  in  France  in  1960  (Godard,  1966).  There  is  a law  in 
several  countries  prohibiting  supervisors  from  permitting  employees  to  enter  the  place  of  work  in 
a state  of  inebriation. 

Industrial,  public  service  and  mass  transport  programmes.  These  are  the  most 
widespread  occupational  programmes  aimed  at  reducing  alcohol-related  problems.  A summary 
of  information  on  such  programmes  is  provided  in  table  18. 

Scattered  efforts  were  made  in  the  USA  and  a few  other  countries  in  the  1940s  to 
develop  industrial  programmes  concerned  mainly  with  treatment  and  rehabilitation.  The  Na- 
tional Council  on  Alcoholism  (NCA)  in  the  USA  was  among  the  first  national  bodies  to  become 
concerned  with  alcohol-problem  programmes.  Its  industrial  occupational  department,  founded 
in  1960,  pioneered  many  of  the  developments  in  the  field.  The  number  of  companies  with  formal 
occupational  alcoholism  programmes  grew  from  50  in  1950  to  about  500  in  1973  and  by 
mid-1977  nearly  2000  private  and  400  public  organizations  had  such  programmes  in  some  form. 
A 1976  survey  showed  that  State  employee  alcoholism  programmes,  partially  or  fully  im- 
plemented, were  available  in  34  States.  This  rapid  growth  followed  the  nationwide  efforts  pro- 
moted through  the  National  Institute  of  Alcohol  Abuse  and  Alcoholism  (NIAAA)  from  1972  on- 
wards. 


The  early  programmes  in  the  USA  were  oriented  primarily  toward  the  identification 
of  the  employee  problem  drinker.  With  the  entry  of  NIAAA  into  the  field  the  emphasis  has 
shifted  toward  what  has  been  called  the  "broad  brush"  or  "employee  assistance"  approach.  The 
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latter  type  of  programmes  have  a wider  scope  and  include  problems  other  than  alcohol-related. 
There  has  been  a considerable  amount  of  controversy  over  the  relative  merits  of  the  different  ap- 
proaches (Roman  & Trice,  1976),  but  they  do  share  some  common  features  such  as  the  identifica- 
tion of  problem  drinkers  through  identification  of  impaired  job  performance,  instead  of  through 
efforts  to  distinguish  the  signs  and  symptoms  of  developing  alcoholism.  Moreover  in  most  pro- 
grammes employees  with  impaired  performance  are  confronted  by  supervisors  with  the  evidence 
of  declining  performance,  and  are  informed  that  help  will  be  made  available  if  they  cannot  deal 
alone  with  the  problems  causing  the  poor  performance  (Roman  & Trice,  1976).  The  latter  has 
been  called  "constructive  coercion"  in  that  the  employee  has  to  choose  between  referral  to  a treat- 
ment service  or  the  risk  of  dismissal.  The  referral  may  be  made  either  to  a health  and  welfare  ser- 
vice of  the  industry  or  to  shared  industrial  facilities  or  to  the  services  used  by  the  general  popula- 
tion, and  active  participation  in  Alcoholics  Anonymous  may  be  encouraged  where  appropriate. 
Follow-up  services  may  be  provided  and  at  least  one  public  service  (the  US  Postal  Service) 
employs  counsellors  (usually  recovered  alcoholics)  to  assist  employees  with  identified  alcohol 
problems  (Day,  1973a;  1973b). 

An  obstacle  to  the  development  of  occupational  alcohol  programmes  has  often  been 
lack  of  cooperation  or  even  outright  obstruction  on  the  part  of  trade  unions.  This  is  still  noted  in 
some  countries,  e.g.  Ireland  and  Great  Britain.  However,  in  several  parts  of  the  world  collabora- 
tion is  good.  In  Hungary,  trade  unions  were  in  the  forefront  of  development  of  industrial  alcohol 
programmes  already  at  the  beginning  of  the  century,  although  organized  action  started  only  in 
1962.  The  directives  published  by  the  Central  Council  of  the  Hungarian  Trade  Unions  in  that 
year  stated  that  the  duties  of  Trade  Unions  in  counteracting  alcoholism  are  primarily  ex- 
planatory, educational  and  tasks  of  control  (Bartos,  1969).  In  the  USA,  increased  emphasis  is  be- 
ing laid  on  the  role  of  unions  in  the  development  of  alcohol  programmes  in  industry  (US  Depart- 
ment of  Health,  Education  & Welfare,  1978). 

The  Baltimore  Employee  Health  Program  is  an  example  of  a cooperative  effort  to  deal 
with  alcohol  problems.  It  links  eight  companies  and  11  trade  unions  and  covers  100  000 
employees,  served  by  a single  multiservice  facility. 

In  Sweden  representatives  from  employer  organizations,  trade  unions  and  temperance 
societies  have  jointly  developed  guidelines  for  rationally  organized  cooperation  within  com- 
panies in  order  to  draw  attention  to  alcohol  problems  and  prevent  damage  caused  by  heavy 
alcohol  consumption.  In  each  company,  "cooperation  groups",  interested  in  alcohol  questions, 
are  formed  by  the  employees  and  representatives  of  the  employers.  The  representatives  have  a 
purely  informative,  counselling  and  supporting  role.  About  80  companies  in  Stockholm  col- 
laborated in  establishing  the  Alcoholics  and  Narcotics  Council  (ARNA)  for  cooperative  work  on 
alcohol  and  drug  problems  in  industry.  The  staff  carries  our  consultative  work  for  the  member 
countries  (Goransson  & Ording,  1972). 

Assistance  in  designing  and  developing  occupational  alcohol  programmes  is  provided 
by  specific  bodies  also  in  other  countries.  In  Australia,  for  example,  where  such  activities  started 
to  arouse  widespread  attention  only  rather  late,  in  the  early  1970s,  there  is  now  a National 
Alcohol  and  Drug  Dependence  Industrial  Committee.  This  body  is  responsible  for  establishing 
national  guidelines  relating  to  policies,  programmes  and  evaluation  of  relevant  industrial  pro- 
grammes. Each  State  and  Territory  has  its  own  committee  with  representatives  from  manage- 
ment and  unions,  the  State  Foundation  on  Alcohol  and  the  State  health  services,  and  each  State 
has  a coordinator  of  industrial  programmes  (Stolz,  1977). 

Guidelines  for  the  establishment  of  programmes  for  workers  with  alcohol  and  other 
drug  problems  have  been  developed  also  in  Canada,  for  example  in  Ontario,  by  the  Addiction 
Research  Foundation  and  the  Federation  of  Labour.  The  preamble  states  that  "For  the  success  of 
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any  Employee  Assistance  Program,  it  is  essential  that  both  management  and  union  move  from 
their  traditional  adversary  positions  in  order  to  develop  a joint  program  that  will  work  for  the 
benefit  of  the  individual".  Five  steps  are  proposed:  establishment  of  a joint  committee  (manage- 
ment plus  employees  and  possible  medical  representation);  definition  of  committee  respon- 
sibilities; development  of  an  employee  assistance  programme;  definition  of  responsibilities  for 
carrying  out  the  programme;  development  of  an  education  programme.  Assistance  in  designing 
alcohol  control  programmes  is  given  also  in  other  Provinces,  for  example  through  the  Alcohol 
and  Drug  Commission  of  British  Columbia.  Schmidt  & Popham  (1977)  refer  to  a widespread  ef- 
fort underway  in  Ontario,  Canada,  to  encourage  large  industrial  concerns  to  adopt  a health- 
oriented  policy  in  respect  to  their  alcoholic  employees.  The  authors  suggest  that  greater  effort  is 
required  to  interest  industries  and  other  large  organizations  (service  clubs,  labour  unions,  univer- 
sities) in  developing  a policy  aimed  at  primary  prevention.  One  step  in  this  direction  would  be  to 
restrict  the  availability  of  alcoholic  beverages  in  executive  dining  rooms  and  office  premises. 

The  movement  started  in  the  USA  is  spreading  to  some  of  the  Latin  American  countries. 
Since  1969,  for  example,  the  Costa  Rican  Commission  on  Alcoholism  has  provided  consultation 
to  industry. 


Considerable  guidance  in  the  development  of  occupational  programmes  has  been  given 
in  France  by  the  National  Committee  against  Alcoholism  and  the  High  Committee  for  Study  and 
Information  on  Alcoholism.  Much  emphasis  has  been  given  to  alcohol  problems  among 
employees  in  the  French  Railways.  A method  of  early  detection  of  heavy  drinkers  during  regular 
medical  examinations  was  worked  out  by  Le  Go  (1969)  and  applied  on  a large  scale.  At  the  same 
time  great  efforts  were  made  to  educate  the  Railways  staff,  especially  concerning  the  need  for  ac- 
cident prevention  measures,  to  promote  collaboration  between  workers  in  referring  heavy 
drinkers  to  suitable  treatment  facilities,  to  improving  working  conditions  and  to  providing  good 
meals  and  healthy  beverages  in  the  canteens  (Bertrand,  1964). 


A report  by  the  United  Kingdom  National  Council  on  Alcoholism  Working  Party  on 
Alcohol  and  Work  (1977)  reviews  the  effects  on  industry  of  impairment  associated  with  excessive 
drinking  and  recommends  further  research  on  the  extent  of  these  effects  and  the  formulation  of  a 
code  of  practice  offering  help  to  employees  with  drinking  problems  while  safeguarding  their 
employment. 

Two  examples  of  programmes  emanating  from  the  workers  themselves  are  of  interest. 
One  was  a large  experiment  at  a nationalized  steel  enterprise  in  Austria,  where  the  workers  de- 
cided to  refrain  from  drinking  during  working  hours.  This  resulted  in  a decline  in  work  accidents 
(Kryspin  & Langer,  1972).  The  other  comes  from  Gothenberg,  Sweden,  where  in  an  industry 
with  14  000  employees  it  was  considered  that  help  to  persons  with  alcohol-related  problems 
could  be  successfully  provided  by  fellow-workers.  A "signal"  group  has  been  set  up,  including 
three  former  employees,  an  industrial  physician  and  a representative  each  of  the  foremen  and  of 
the  administrative  and  clerical  staff.  This  group  is  ready  at  any  time  to  provide  friendly  advice 
and  help  with  alcohol-related  problems  (Dagens  Nyheter,  19  Dec.  1977). 

Mention  should  also  be  made  here  of  the  extensive  system  of  clubs  for  treated  alcoholics, 
developed  particularly  in  Croatia,  many  of  them  connected  with  specific  places  of  work.  The 
main  objective  of  the  clubs  is  to  maintain  sobriety  among  members  through  mutual  help,  but 
they  have  also  a preventive  role  in  the  community.  A decision  of  the  Parliament  of  the  Socialist 
Republic  of  Croatia  in  1970  suggested  that  with  the  help  of  social  forces  in  the  commune,  such 
club  members  would  be  able  to  work  in  the  sphere  of  control  of  alcoholism  and  rehabilitation  of 
treated  alcoholics  and  could  help  with  procuring  employment  (Hudolin  et  ah,  1972). 
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In  addition  to  the  attention  given  in  many  countries  to  the  development  of  suitable 
information  and  education  programmes  for  staff  and  managers,  there  have  been  some  special 
programmes  concerning  alcohol  problems  for  occupational  health  officers.  The  Superior  Council 
of  Occupational  Medicine  and  Manpower  in  France,  for  example,  emphasized  the  need  for  the 
collaboration  of  industrial  physicians  in  programmes  to  deal  with  alcohol  problems.  Godard 
(1966)  responded  to  this  recommendation  with  a book  addressed  to  industrial  physicians,  outlin- 
ing the  nature  of  alcohol  problems,  the  relevant  existing  legislation  and  suggestions  for  effective 
and  coordinated  action  in  places  of  work.  This  document  has  been  widely  distributed  and  utiliz- 
ed. 


Very  few  attempts  have  been  made  to  evaluate  the  impact  of  the  programmes  outlined 
above.  However,  as  indicators  of  successful  reductions  of  alcohol-related  problems,  some  in- 
vestigators have  used  statistics  on  accidents  and  absenteeism.  Asma  et  al.  (1971),  for  example, 
showed  that  among  a sample  of  42  000  employees  in  the  USA,  about  1%  had  alcohol-related 
problems.  Periods  of  sick  leave  lasting  more  than  seven  days  declined  from  662  in  the  five  years 
before  initiation  of  an  industrial  programme  on  alcohol  problems  to  356  in  the  five  following 
years;  in  the  same  periods  the  numbers  requiring  medical  attention  declined  from  57  to  11  and 
off-duty  accidents  requiring  more  than  one  week  of  absence  declined  from  72  to  28.  Another  US 
study  among  10  000  employees  showed  that  absences  per  month  declined  from  three  days  in  the 
year  preceding  the  programme  to  3.75  hours  in  the  following  year  (Davis,  1970).  Edwards  (1975) 
reviewed  reports  published  between  1957  and  1973  of  16  US  occupational  programmes  directed 
at  alcoholics  and  found  that  the  proportion  of  clients  that  improved  as  a result  of  the  program- 
mes was  estimated  at  65%  to  80% . The  estimates  were  based  mainly  on  decreases  in  absenteeism 
and  accidents. 

In  addition  to  the  matters  discussed  above,  there  are  a number  of  problems  and 
issues  in  the  field  which  must  be  resolved.  These  include  the  lack  of  programmes  relating  to 
female  employees,  the  need  for  close  liaison  with  treatment  services  and  the  need  to  move 
toward  primary  prevention.  Many  of  these  issues  are  discussed  in  a recent  review  paper  by 
Roman  and  Trice  (1976). 


Some  of  the  information  on  "alcoholism  programmes  in  industry"  was  taken  from  a draft  paper  of  that 
title  prepared  for  the  WHO  project  by  Miss  Margareta  Strombom,  part-time  research  assistant  for  the  project. 
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Table  i6. 


Permissible  Blood  Alcohol  Content  (BAC)  for  Drivers, 
Permissible  Testing  and  Penalization 


Region 

Country 

BAC  o/ooo;  G 

ETHANOL  PER 

lOOO  G BLOOD 

Permissible 

TESTING 

Penalization 

References 

AMERICAS 

Argentina 

Capacity  of  driving 
measured  by  tests 

Fine  or  detention 

15-20  days 

DF* 

Brazil 

Prohibited  to  drive 
under  the  influence 
of  alcohol.  Penalties: 
loss  of  driving  licence 

ISPA** 

Canada 

0.8 

Breath  testing  permis- 
sible in  all  Provinces 

Detention  6 months 
(1st  offence  and/or 
fine  $50-$2000),  2 
weeks  to  1 year (2nd 
offence),  3 months  to 

2 years  (each  subse- 
quent offence) 
Suspension  of  licence 
in  some  Provinces 

Criminal  Code 
of  Canada, 
Section  234 

Columbia 

Any  degree  of  alco- 
hol intoxication  is  an 
aggravating  circum- 
stance in  case  of 
accident 

Road  Traffic 
Code  (1977 
response) 

Costa  Rica 

Penal  responsibility 
for  car  accidents 
occurring  during  state 
of  intoxication 

1972  response 

USA: 

Idaho, 

Utah 

MOST  states 

4 States 

New  York 

0.8  (1) 

1.0  (1) 

1.5  (1) 

0.5  (2) 

under  21  years 

Laws  vary  according  to 
State  (2) 

National  High- 
way Traffic 
Safety  Adm., 
Dept,  of  Trans- 
port (1).  DF  (2) 

EUROPE 

Austria 

0.8  (1) 

A positive  breath  test  is 
not  sufficient;  should  be 
confirmed  by  evident 
symptoms  of  inebriety. 

Regulations  on 
Road  Traffic, 
1960  (1). 

DF  (2) 

In  certain  cases  the  road 
police  may  carry  out 
clinical  examination,  in 
serious  cases  including 
blood  test  (2) 


DF  = France,  Secretariat  general  du  Gouvernement,  Documentation  Frangaise,  1977. 
ISPA  = Institut  Suisse  de  Prophylaxie  de  I'Alcoolisme  (1977) 
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Table  i6.  (contd.) 

Permissible  Blood  Alcohol  Content  (BAC)  for  Drivers, 
Permissible  Testing  and  Penalization 


BAC  o/ooo:  G 

Region 

ETHANOL  PER 

Permissible 

Country 

lOOO  G BLOOD 

TESTING 

Penalization 

References 

Belgium 

0.8  (1) 

Breath  test  may  be  taken 

Courts  nearly  always 

Law  of  1975  (1) 

at  random  (2). 

convict  at  1.5, 

Law  of  1967  (2) 

Blood  sample  taken  of 

seldom  below  (4) 

DF  (3) 

people  showing  signs  of 
inebriety  involved  in 
road  accidents  (3) 

Havard,  1975  (4) 

Bulgaria 

0.0 

Road  Traffic 

Code  1964 

CZECHO- 

0.0 

Blood  test  and  medical 

Penalty  may  include 

DF  (1) 

SLOVAKIA 

examination  may  be 

transfer  from  sector 

Havard,  1975  (2) 

imposed  (1);  limit  for 
analytical  error  0.3  (2) 

of  work 

Denmark 

0.6  (1) 

Blood  test  may  be  im- 

Detention  (2), 

ISPA  (1) 

posed.  Police  screening; 

suspension  of  driving 

DF  (2) 

breath  test. 

licence.  Courts  nearly 

1977  response 

always  convict  at 

1.0,  often  at  0.8  (3) 

Havard,  1975  (3) 

Finland 

road:  0.5 

Psychological  tests. 

Road  traffic:  0.5-1. 5: 

1977  response 

rail:  0.5 

blood  and  urine  sample 

fine  or  maximum  of 

("per  mille  limit 

air:  0.0 

(2) 

3 months  detention. 

act",  passed  by 

water:  1.5  (1) 

1.5  or  more:  maxi- 

Parliament, 

mum  of  2 years 

1976),  (1) 

detention  or  at  least 
"60  day-fines" 

(worked  out  on 
income  (1)) 

DF  (2) 

France 

0.8 

Systematic  road  control 

0.8  - 1.2  g:  fine  400  - 

Law  of  12  July 

> 1.2:  major  offence 

of  drivers  on  request  of 

lOOOF  plus  possible 

1978:  cited  in 

Public  Prosecutor  (ini- 

detention  10  days  - 1 

Alcool  ou  Sante, 

tially  at  publicized  times 

month.  Above  1.2  g: 

1978 

and  places).  Breath 

fine  500  - 5000  F 

testing  alone  when  new 

plus  possible 

apparatus  officially 

detention  1 month  - 1 

approved 

year.  Above  1.2  g 
plus  homicide, 
involuntary 
injury  or  recidivism: 
cancellation  of 

driving  licence  (also 
possible  in  other 
cases  -alternatively 
temporary  with- 
drawal). Delay  for 
new  application  up 
to  3 years  after 
medical  and  psycho- 
technical  examination 
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Table  i6.  (contd.) 

Permissible  Blood  Alcohol  Content  (BAC)  for  Drivers, 
Permissible  Testing  and  Penalization 


BAC  O/OOO:  G 

Region 

ETHANOL  PER 

Permissible 

Country 

lOOO  G BLOOD 

TESTING 

Penalization 

References 

Germany 

0.0 

Blood  test  may  be 

Detention,  conditional 

Baatz,  1969 

Dem.  Rep. 

imposed:  assumption  of 

sentences,  fines,  sus- 

impairment,  under  cer- 

pension  of  driving 

tain  conditions,  at  0.8 
and  severe  impairment 
at  1.4 

license 

Germany 

0.8 

If  breath  test  positive. 

Detention,  fines,  sus- 

Law,  1973 

Fed.  Rep. 

medical  examination  and 

pension  of  driving 

blood  and  urine  samples 

licence  (for  a mini- 

are  compulsory 

mum  of  six  months 
for  first  offences) 

Greece 

0.5  (1) 

Blood  test  may  be 

ISPA  (1) 

imposed  (2) 

DF  (2) 

Hungary 

0.0 

Fine.  Over  0.8,  more 
severe  penalties;  fine 
or  one  year  detention 

DF 

Iceland 

0.5  (1) 

There  are  rules  for 

ISPA  (1) 

blood  tests  (2) 

DF  (2) 

Ireland 

1.25 

Screening  breath  test  if 

Loss  of  licence  for 

1977/78 

alcohol  suspected;  if 

minimum  of  1 year. 

response 

positive,  blood  test  (sub- 

plus  fine  up  to  £100 

ject's  option  to  give 

and/or  imprisonment 

urine  specimen) 

up  to  6 months 

Italy 

Not  fixed; 

Temporary  or  defini- 

DF 

jurisprudence: 

tive  suspension  of 

1.5  - 2.3 

driving  licence,  fines, 
detention  up  to  six 
months 

Luxemburg 

0.8 

Medical  examination  is 

Above  0.8:  fine  200  - 

compulsory;  blood  and 

500  F and/or  deten- 

urine  sample  may  only 

tion  1-7  days;  above 

be  taken  with  the 

1.2:  fine  501-10,000  F 

driver's  consent 

and/or  detention  8 
days  - 3 years; 
driving  licence  may 
be  suspended  and  the 
vehicle  confiscated 

(2) 

Monaco 

Not  fixed 

Penalties  possible 

ISPA 

Nether- 

0.5 

Random  controls  carried 

Detention  up  to  3 

Law  on  Road 

LANDS 

out  (compulsory  to 

months 

Traffic,  1972, 

assist) 

(amended  1973) 
effective  1974 

Norway 

0.5 

Breath  tests  carried  out; 

Detention  of  at  least 

Law  of  1936, 

if  positive,  medical 

21  days.  Driving 

amended  1959, 

examination,  including 

licence  may  be  sus- 

1962  & 1965 

blood  test 

pended  for  at  least 
one  year 
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Table  i6.  (contd.) 

Permissible  Blood  Alcohol  Content  (BAC)  for  Drivers, 
Permissible  Testing  and  Penalization 


Region 

Country 

BAC  0/000:  G 

ETHANOL  PER 

lOOO  G BLOOD 

Permissible 

TESTING 

Penalization 

References 

Poland 

0.3 

Over  0.5,  -bO.2  for 
error:  fine  or  deten- 
tion maximum  3 
months,  suspension 
of  licence;  in  case  of 
drunken  driving 
leading  to  death  or 
severe  injury  1-10 
years  detention. 

DF 

Portugal 

Not  fixed 

Medical  examination 
may  be  carried  out 

Penalties  possible, 
detention,  fine,  sus- 
pension of  driving 
licence,  definitive  for 
"alcoholics" 

DF 

Romania 

0.0 

ISPA 

Spain 

0.8 

Breath  tests  carried  out; 
if  positive,  blood  test 

Fines  above  0.8 

DF 

Decree  of  1973 

Sweden 

0.5 
> 1.5 

(major  offence) 

Police  allowed  to  take 
breath  tests  at  traffic 
control  points;  positive 
tests  followed  by  blood 
tests 

0.5  - 1.5:  at  least 
10-day  fines,  or  a 
maximum  of  6 
months  detention. 

1.5:  maximum  deten- 
tion of  1 year  or  no 
less  than  25-day  fines 
(1);  temporary  with- 
drawal of  licence  in 
both  cases  (2) 

Law  of  1941, 
amended  1951  & 
1957  (1972 
response)  (1) 
Havard,  1975 
(2) 

Switzer- 

land 

0.8  (1) 

< 0.8,  if  driving 
impaired. 

0.5  under 
discussion 

Police  may  carry  out 
random  breath  tests, 
and  blood  sample 
may  be  imposed 

Detention  of  maxi- 
mum of  6 months  or 
fine.  Loss  of  driving 
licence  for  at  least 
two  months; 
unlimited  for  incor- 
rigible drivers 

1977  response 
(2)  Decision 
by  Federal 
Supreme 

Court,  1964 
(1) 

Turkey 

0.0 

Prohibited  to  drive 
under  the  influence 
of  alcohol:  fine  or 
detention  + suspen- 
sion of  driving 
licence 

DF 

USSR 

0.0 

Suspension  of  driving 
licence  for  1 year 
(2nd  time,  3 years); 
if  consequences  of 
unsober  driving, 
penal  sanction 

DF 
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Table  i6.  (contd.) 

Permissible  Blood  Alcohol  Content  (BAC)  for  Drivers, 
Permissible  Testing  and  Penalization 


BAC  O/OOO:  G 

Region 

ETHANOL  PER 

Permissible 

Country 

lOOO  G BLOOD 

TESTING 

Penalization 

References 

United  0.8 

Kingdom 

- England 
& Wales 

- Northern  0.8 
Ireland 

- Scotland 
Yugoslavia  0.5 


Screening  breath  tests  Road  Safety  Act, 

allowed.  Medical  exami-  1967 

nation,  including  blood 
test,  may  be  asked  for 
by  police  or  driver 


More  severe  offence,  Road  Traffic 
if  BAC  exceeds  1.25  Act,  1968 


Medical  judgment  may  ISPA 

suffice 


SOUTH  EAST 
ASIA 

India  not  fixed 


Sri  Lanka  Not  fixed 


WESTERN 

PACIEIC 

Australia 

- Victoria  0.5  (1) 

- Other  0-8  (2) 

States 


- Tasmania  0.0  (First-year 
drivers) 


Legislation  provides  for 

Legal  sanctions 

1977 

response 

breath  tests  if  police 

against  drunken 

Motor  Vehicles 

officer  considers  reason- 

driving: cancellation 

Amendment 

able  cause 

of  driving  licence  for 
certain  time;  up  to  6 
months  detention 
first  offence:  up  to  2 
years  for  subsequent 
offence  within  2 
years,  or  fines. 

Act, 

1977 

Bill  before  Parliament 

Dismissal  if  test 

seeks  to  empower  police 
to  administer  breath 

positive 

1978 

response 

tests.  Ceylon  Transport 
Board  administers 

breath  tests  to  bus 
drivers 

Breathalyzer  legislation 

Law  of  1971  (1) 

introduced  in  Victoria 

Hetzel  (1976) 

in  1960s  and  random 

(2) 

breath  testing  currently 

Johnston  (1976) 

operating.  In  South 

Australia,  according  to 
law  of  1973,  blood 
sample  is  required  from 
all  persons  over  14 
taken  to  hospital  within 

8 hours  of  road  acci- 
dent: similar  legislation 
enacted  in  Victoria  in 

1974  (3). 

(3) 

1979  response 


227 


Table  i6.  (contd.) 

Permissible  Blood  Alcohol  Content  (BAC)  for  Drivers, 
Permissible  Testing  and  Penalization 


Region 

Country 

BAC  o/ooo:  G 

ETHANOL  PER 

lOOO  G BLOOD 

Permissible 

TESTING 

Penalization 

References 

Japan 

0.5 

Loss  of  driving 
licence;  maximum  of 

2 years  detention  or 
fine  of  50  000  yen 

Law  of  1972 
DF 

New 

Zealand 

1.0 

Police  may  take  the 
car  keys  from  a per- 
son considered  urrfit 
to  drive 

Transport  Act, 
1962 
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Table  17. 

Organizations  and  Other  Bodies  Concerned  with  Prevention  of  Traffic  Accidents 
(with  Particular  Reference  to  Alcohol  Use) 


Organization  or  other  Body  Relevant  activities  Publications 

INTERNATIONAL 


Organization  for  Economic  Co- 
operation and  Development 
(OECD) 


UN  Economic  Commission  for 
Europe 

World  Health  Organization 


WHO  Regional  Office  for  the 
Americas  (Pan  American  Health 
Organization) 


WHO  Regional  Office  for  Europe 


International  Labour  Office 

Council  for  Mutual  Economic 
Assistance 


International  Association  for 
Accident  and  Traffic  Medicine 


Reviews,  research  and  interna- 
tional information  exchange  on 
road  safety  and  the  influence  of 
alcohol  and  drug  use 


Statistics 


Inter-Regional  Seminar  on  the 
Epidemiology,  Control  and  Pre- 
vention of  Road  Traffic  Acci- 
dents, Alexandria,  1965 

Liaison  between  international 
accident  prevention  organizations 


Collection  of  Statistics 


Programme  on  traffic  accidents 
started  in  1972;  clearing  house  for 
information;  advice  to  countries 
on  accident  prevention;  interna- 
tional seminars;  promotion  of 
field  research. 

Symposium  on  Human  Factors  in 
Road  Accidents,  Rome,  1967 
Conference  on  Epidemiology  of 
Road  Traffic  Accidents,  Vienna, 
1975 

International  standards  for  safety 
and  health  of  transport  workers 
Standing  Commission  on  Trans- 
port gives  attention  to  working 
environment  of  drivers 

International  Conferences 


Goldberg  & Havard,  1968 
OECD,  1978 

OECD  (1973)  Research  Group 
(56)  on  the  effects  of  enforcement 
of  legislation  on  road  user 
behaviour  and  traffic  accidents. 
Report,  Paris 

UNECE  (1974)  Annual  Bulletin  of 
statistics  of  road  traffic  accidents 
in  Europe,  1973 
WHO  (1966)  Report  (doc. 
WHO/Accid.  rev.  /66.6) 


Conferences: 

1st  - 

2nd  - Copenhagen  (1971) 

3rd  - Copenhagen  (1976) 

WHO  (1968)  Wld  HIth  Stat. 

Rep.,  21,  No.  5 - Special  subject 
-road  accidents 

WHO  (1971)  WJd  Hlth  Stat.  24, 
No.  12 

WHO  (1972)  Wld  Hlth  Stat.  Rep. 
25,  No.  10 


WHO/EURO  (1968)  Report, 
Copenhagen  (doc.  EURO  0147) 
WHO/EURO  (1976)  Report, 
Copenhagen,  European  Series 
No.  2 

ILO  (1967)  Convention  No.  127 
and  67 

CMEA  (1970)  Technical  and 
operational  requirements  for  road 
transport  vehicles  with  the  object 
of  increasing  road  safety. 

1st  - Rome  (1963) 

2nd  - Stockholm  (1966) 

3rd  - New  York  (1969) 

4th  - Paris  (1972) 

5th  - London  (1975) 

Ann  Arbor  (1978) 
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Table  17.  (contd.) 

Organizations  and  Other  Bodies  Concerned  with  Prevention  of  Traffic  Accidents 
(with  Particular  Reference  to  Alcohol  Use) 


Organization  or  other  body 

Relevant  activities 

Publications 

International  Association  for 

International  conferences  together 

Tokyo  (1977) 

Prevention  of  Road  Accidents 

with  other  bodies 

Paris  (1978) 

(PRI) 

Cairo  (1978)  with  regional  IRE 
"Int.  Road  Safety"  monthly 
journal 

International  Committee  on 

International  conferences 

Israelstam,  S.  & Lambert,  S.  ed. 

Alcohol,  Drugs  and  Traffic  Safety 

(1975)  Alcohol,  drugs  and  traffic 
safety.  Proceedings  of  the  6th 
International  Conference  on 

Alcohol,  Drugs  and  Traffic 

Safety,  Toronto,  Sept.  1974, 

Toronto,  Addiction  Research 
Foundation 

Proceedings  of  the  7th  Interna- 
tional Conference  on  Alcohol, 

Drugs  and  Traffic  Safety,  1977, 
Melbourne 

International  Council  on  Alcohol 

Promotion  and  co-sponsorship  of 

Publication  of  numerous  papers 

and  Addictions 

numerous  international  meetings 

presented  at  international  insti- 

with  alcohol-related  traffic 
accidents  on  the  agenda 

tutes  and  conferences 

International  Drivers'  Behaviour 

International  conferences; 

Conference:  Zurich  (1973) 

Research  Association 

Research  Programmes 

International  Federation  of 

International  conferences  - 

Essen  (1959) 

Senior  Police  Officers 

subjects  include  detection  of 

Madrid  (1963) 

intoxicated  drivers 

Paris  (1965) 

Lausanne  (1971) 

International  Police  Chronicle 

International  Union  of  Associa- 

International  conferences  on 

Conferences: 

tions  of  Doctor-Motorists 

medical  aspects  of  accident 

Vienna  (1954) 

prevention 

Utrecht  (1959) 

Garmish-Partenkirchen  (1963) 

San  Remo  (1965) 

Stockholm  (1966) 

Vierma  (1967) 

Amsterdam  (1970) 

League  of  Red  Cross  Societies 

Conferences,  national  societies; 

"Collaboration  between: 

training,  information  programmes 

Ambulance  personnel,  the  police 
and  first  aid  posts" 

“Road  safety:  The  role  of  the  Red 
Cross" 

REGIONAL 

AFRICA 

Economic  Commission  for  Africa 

Standardize  traffic  regulations; 

Conferences: 

(ECA) 

regional  conferences 

West  Africa  (1961) 

East  Africa  (1962) 

AMERICAS 

Economic  Commission  for  Latin 

Standardize  traffic  regulations 

America  (ECLA) 
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Table  17.  (contd.) 

Organizations  and  Other  Bodies  Concerned  with  Prevention  of  Traffic  Accidents 
(with  Particular  Reference  to  Alcohol  Use) 


Organization  or  other  body 

Relevant  activities 

Publications 

EUROPE 

Council  of  Europe 

Ad  hoc  Working  Party  on  the 

COE,  European  Public  Health 

Assessment  of  the  Questionnaire 

Committee  (1974)  Report, 

on  the  Epidemiology  of  Road 

Strasbourg  (Report  No. 

Accidents 

CESP(74)35) 

European  Conference  of  Ministers 

ECMT  (1972)  Report  on  recent 

of  Transport 

trends  in  road  accidents,  Paris 
(Report  No.  CM(72)10) 

Conferences  on  road  safety; 

Second  Conference  of  Govern- 
mental Experts  on  Road  Safety 
Education  in  Schools 

ECMT  (1971)  Report,  Paris 

Ninth  Round  Table  on  Transport 

ECMT  (1970)  Report.  The  costs 

Economics 

and  benefits  of  road  safety 
measures,  p.  88 

European  Economic  Community 

EEC  (1972)  Harmonization  of 
legislation  on  driving  licences  for 
road  vehicles,  Brussels  (TEC 
(72)32) 

SOUTH  EAST  ASIA  AND 
WESTERN  PACIFIC 

Economic  Commission  for  Asia 

Unify  and  standardize  traffic 

Study  programmes:  1959,  1961, 

and  the  Far  East  (ECAFE) 

regulations;  education 

1962 

NATIONAL 

AMERICAS 

Canada 

Traffic  Injury  Research 

Statistics,  research 

Simpson  et  al.  (1978) 

Foundation 

Analysis  of  fatal  traffic  crashes  in 
Canada,  1976,  Ottawa,  Traffic 

Injury  Research  Foundation. 

Ontario  Interministerial 

Ontario  ICDD  (1974) 

Committee  on  Drinking  and 

Drinking  and  driving  in  the 

Driving 

Province  of  Ontario 

Transport  Canada 

Research 

T.C.  (1974)  Alcohol  and  highway 

Collaboration  with  OECD 

safety  - revieiv  of  the  literature 

and  a recommended  methodology. 
Traffic  Safety  Ministry  of 
Transport,  Ottawa,  Ontario 


United  States 

Committee  on  Medical  Aspects  of 
Automotive  Safety 

National  Safety  Council  International  Conference  on  NSC  (1974)  Report,  Chicago 

Research  Methodology  for  Road- 
side Surveys  of  Drinking  Driving, 

Paris,  1974 

National  Highway  Traffic  Safety  Issues  traffic  and  road  specif ica- 
Administration  tions;  research 
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Table  17.  (contd.) 

Organizations  and  Other  Bodies  Concerned  with  Prevention  of  Traffic  Accidents 
(with  Particular  Reference  to  Alcohol  Use) 


Organization  or  other  body  Relevant  activities 


Publications 


American  Association  for  Research  conferences 

Automotive  Medicine  (AAAM) 

EUROPE 

Germany,  Federal  Republic  of 

Deutsche  Ges.  fiir  Unfallheilkunde,  Conferences,  research 

Versicherungs-,  Versorgungs-  und 

Verkehrsmedizin 

Poland 

Society  for  Sobriety  of 
Transport  Workers 
Sweden 

Swedish  Government  Committee 
to  Review  Legislation  on  Driving 
under  the  Influence  of  Alcohol 
United  Kingdom 
Transport  & Road  Research 
Laboratory 


Department  of  the  Environment 


Royal  Society  for  the  Prevention 
of  Accidents 

WESTERN  PACIFIC 

Australia 

Australian  Road  Research  Board 

Publicity  Advisory  Committee  for  Coordinates  state  activities 
Education  in  Road  Safety 

Liquor  Industry  Road  Safety  Research,  public  education 

Committee  of  Western  Australia 


Conference: 

Ann  Arbor  (1978) 


Conference: 
Berlin  (1974) 


(1970)  Report,  Stockholm 
(Publication  No.  SOU.1970:61) 


Dawson  (1967)  Cost  of  road  acci- 
dents in  Great  Britain, 
Crowthrone,  Berks,  Transport 
and  Road  Research  Laboratory 
Report  No.  LR  79 
Dept.  Env.  (1976)  Drinking  and 
Driving.  Report  of  the  Depart- 
mental Committee,  London 
HMSO 
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Table  i8. 

Programmes  Concerned  with  Alcohol-related  Problems  in  Industry 


Country 

AMERICAS 

Canada 


Costa  Rica 

Mexico 

USA 


EUROPE 

France 


Finland 


Norway 


Programme 


All  provincial  addiction  agencies  provide  consultative,  training  and  treat- 
ment services  to  public  and  private  corporations  in  the  development  and 
operation  of  employer  alcohol  programmes.  All  governmental  bodies  at  the 
national  and  provincial  levels  have  programmes  for  public  servants.  The 
Canadian  Addictions  Foundation  has  created  a special  professional  section  on 
occupational  programmes.  This  group  sponsors  a biannual  national  confer- 
ence on  occupational  alcoholism.  The  Canadian  Labour  Congress  has  ini- 
tiated a nation-wide  programme  for  union-based  alcohol-drug  programme. 

Commission  on  Alcoholism:  educational  talks  to  managers  and  employees; 
runs  treatment  services. 

Some  industries  have  some  limited  services. 

National  Council  on  Alcoholism  established  industrial  departments  in 
1960/61.  Provides  consultation  to  interested  companies.  Increase  from  one 
company  with  alcohol  programmes  in  1943  to  300  in  1972. 

US  Postal  Service  (700  000  employees  in  34  000  post  offices)  has  developed 
"Program  for  Alcohol  Recovery"  (PAR). 

Baltimore  Employee  Health  Program:  collaborative  programme  between  8 
companies,  11  trade  unions,  100  000  employees  covered,  single  multi-service 
treatment  facility. 

1972:  large-scale  programme  diffusion  through  NIAAA:  grants  for  demon- 
stration projects  and  occupation  programme  consultants.  By  mid-1977, 
about  2000  occupational  alcohol  programmes  in  public  sector,  400  in  private 
sector. 

Association  of  Labor  and  Management  Administrators  on  Alcoholism 
(ALMACA)  founded  1971;  1200  members  in  1978. 


Council  of  Occupational  Medicine  and  Manpower  (le  Conseil  Superieur  de  la 
Medicine  du  Travail  et  de  la  Main-dOeuvre)  proposed  principles  for  develop- 
ment of  programmes.  The  High  Committee  and  the  National  Committee  pro- 
vide advice,  documentation,  and  consultation  for  establishing  programmes, 
e.g.  guide  on  alcoholism  for  occupational  health  officers. 

French  Railways  have  extensive  alcohol  education  programmes  for  all  staff  and 
a programme  for  early  detection  of  heavy  consumers  by  Le  Go  method. 

Consumption  of  alcohol  during  working  hours  is  not,  in  principle,  permitted. 
Under  the  wage  agreement  act  a person  can  be  fired  if  his  consumption  of 
alcohol  interferes  with  his  work.  In  1972,  the  main  labour  market  organiza- 
tions issued  a joint  recommendation  proposing  that  the  aim  should  be  to  make 
someone  with  a drink  problem  seek  treatment  before  firing  him.  In  reality,  the 
success  of  this  recommendation  varies  greatly,  depending  mainly  on  the  size 
and  location  of  the  firm.  In  some  firms  the  measures  involved  are  tied  up  with 
the  labour  protection  organization,  in  some  with  occupational  health  care,  and 
some  have  special  contact  men. 

Early  1960s,  most  companies  employed  industrial  medical  officers;  1961, 
Norwegian  Alcoholic  Therapeutic  Association  founded  by  physicians  with 
objective  of  dealing  with  alcohol  problems  at  work;  1964,  Norwegian  Labour 
Organization  and  Norwegian  Employers'  Association  established  committee 
(AKAN)  concerned  with  alcohol  and  drug  problems  at  work. 

Joint  recommendation  by  main  labour  market  organizations  that  the  aim 
should  be  to  encourage  problem  drinkers  to  seek  treatment  before  decision 
taken  on  dismissal.  Treatment  programmes  by  occupational  organization  and 
special  contact  persons. 


Reference 


Cornell,  1976 
Desjardin,  1977 


Calderon,  1977 

Von  Wiegand, 
1972 

Day,  1973 
Jones,  1975 


US  Health, 
Education  & 
Welfare 


Godard,  1966 


Virtanen,  1977 
Lahelma,  1976 


Thiis-Evensen, 

1965 


Steenfeldt-Foss 

(1978) 
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Table  i8.  (contd.) 

Programmes  Concerned  with  Alcohol-related  Problems  in  Industry 


Country 


Programme 


Reference 


Poland 

The  Ministry  of  Labour,  Wages  and  Social  Affairs  organizes  a preventive 

Wald  et  al.. 

programme  concerning  measures  against  drunkenness  and  alcoholism  in  places 
of  work,  on  the  basis  of  the  Ministry's  Directive  No.  18  of  April  1974. 

Society  for  Sobriety  of  Transport  Workers,  (121  500  members)  established  in 
1957.  It  has  branches  for  various  types  of  transport. 

1977 

Sweden 

Alcohol  and  Narcotics  Council  (ALNA  Council)  established  in  1961  by  repre- 

Johansson, 

sentatives  from  employer  organizations  and  trade  unions.  Aims  to  encourage 
enterprises  to  work  out  guidelines  and  action  programmes  in  cooperation  with 
local  trade  unions  in  order  to  prevent  alcohol  and  drug  problems  at  places  of 
work. 

1976 

UK 

Two  Government  departments  are  concerned  with  policies  related  to  alcohol 
problems  in  industry  and  have  circulated  instructions  to  middle  management. 
Only  one  company  is  known  to  have  a written  and  published  policy  and  pro- 
gramme but  at  least  seven  are  known  to  be  operating  programmes. 

Kenyon,  1977 

The  Alcohol  Education  Centre  (AEC)  helps  individual  companies  to  develop 
symposia,  training  schemes  and  programmes.  Together  with  Scottish  Health 
Education  Unit  (SHEU),  AEC  has  developed  a "resource  pack"  to  aid  the 
prevention  and  treatment  of  alcohol  problems  in  employment.  The  pack  com- 
prises briefing  papers,  a book  on  "Alcoholism  and  Industry",  training 
audiotapes,  suggested  training  programmes,  instructional  leaflets  and  a film. 
This  material  can  be  used  for  training  seminars,  some  of  which  are  run  by 
AEC. 

Grant,  1977, 

WESTERN 

PACIFIC 

There  is  a considerable,  though  diminishing,  reluctance  to  adopt  company 
alcoholism  policies.  Services  available  through  national  Health  and  Welfare 
Services. 

Braine,  1977 

Australia 

1973/74  : Australian  Foundation  on  Alcoholism  and  Drug  Dependence 
(AFADD)  sponsored  conferences  for  management  personnel  and  union  repre- 
sentatives in  all  States  and  the  federal  capital.  1975:  National  Alcohol  and 
Drug  Dependence  Industrial  Committee  (NADDIC)  founded.  This  body  is 
responsible  for  establishing  national  guidelines  relating  to  policies,  pro- 
grammes and  evaluation  of  industrial  programmes  on  alcohol  and  drug 
dependence.  Each  State  and  Territory  has  a branch  (ADDIC);  1976:  Director 
of  Industrial  Programmes  appointed  in  AFADD;  1977:  coordinator  of  in- 
dustrial programmes  for  each  State.  Now  over  100  main  industrial  program- 

Stolz, 1977 

mes  (not  counting  branches). 

AFADD,  1977 

Funds  for  AFADD  Industrial  Alcohol  Programme  provided  by  Australian 
Department  of  Health. 

1979  response 
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9. 

MONITORING  ALCOHOL-RELATED  PROBLEMS 
AND  ASSESSING  PREVENTIVE  ACTIONi 


9.1  Documentation  of  Situation  Concerning  Alcohol  Problems 
Base-line  Information 

One  major  difficulty  in  evaluating  prevention  programmes  and  even  in  assessing  the 
need  for  and  urgency  of  such  efforts  is  the  lack  of  a reliable  and  comprehensive  base-line  descrip- 
tion of  the  situation  concerning  alcohol  problems. 

In  developing  such  documentation  it  is  important  to  adopt  a broad  approach,  consider- 
ing not  only  consequences  of  drinking  perceived  as  problems  but  also  the  whole  economic, 
social  and  cultural  context  of  drinking.  The  information  to  be  collected  would  need  to  include. 

(i)  National  and  local  statistics  concerning  production,  exportation,  importation  and 
distribution  of  alcoholic  beverages;  the  economic  significance  of  the  alcohol  beverage  industry 
and  trade;  the  level  of  alcohol-related  problems  and  their  economic  and  social  effects. 

(ii)  Results  of  surveys  and  other  special  studies,  to  provide  more  detailed  descriptions 
of  individual  attitude  and  behaviour  patterns  as  well  as  the  nature  and  prevalence  of  problems; 
and  to  promote  understanding  of  sociocultural  factors  that  may  be  important  in  determining,  or 
changing,  attitudes  and  behaviour  and  the  incidence  of  problems. 

The  WHO  "Outline  for  a profile  of  policy  and  programmes  concerning  prevention 
of  alcohol-related  problems"  (Annex  2)  is  one  possible  structure  for  such  a broad  approach.  This 
outline  can  be  used  as  a framework  for  information  collection  in  countries  under  very  different 
socioeconomic  situations.  Although  it  proved  possible  to  complete  it  fairly  adequately  for  only 
relatively  few  countries,  it  has  been  found  valuable  in  a number  of  additional  countries  as  a 
framework  for  bringing  together  dispersed  data  considered  necessary  as  a basis  for  programme 
development.  It  has  been  useful,  moreover,  for  indicating  the  gaps  in  available  data  and  the  need 
to  develop  means  of  obtaining  further  information. 

In  the  initial  phase  of  the  WHO  project  on  Community  Response  to  Alcohol-related 
Problems,  background  documentation  was  prepared  on  a)  sociodemographic,  economic,  health 
and  welfare  and  historical  aspects  of  the  Study  Areas  and  b)  more  specifically  alcohol-related 
data.  Each  type  of  information  was  gathered  at  both  national  and  local  levels.  This  activity  not 
only  provided  the  essential  basis  for  the  later  stages  of  research,  but  also  initiated  contacts  with  a 
wide  variety  of  persons  concerned  with  alcohol-related  problems  in  the  communities,  to  be  called 
upon  later  in  the  development  of  plans  for  improving  programmes  to  deal  with  these  problems. 


1 This  section  was  prepared  in  collaboration  with  Dr  K.  Makela,  Social  Research  Institute  of  Alcohol  Studies,  Fin- 
land, and  Dr  R.  Room,  Social  Research  Group,  School  of  Public  Health,  University  of  California,  Berkely,  USA. 
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For  both  these  projects,  use  was  made  of  an  earlier  WHO  Outline  for  Inquiry  on  Pro- 
blems of  Alcohol  and  Drug  Dependence,  prepared  with  the  help  of  Dr  G.  Edwards  in  connec- 
tion with  two  international  seminars  held  in  1971  and  1972  (Moser,  1974,  Annex  3).  Responses  to 
this  outline  were  presented  by  participants  from  33  countries  and  in  several  cases  provided  an  ex- 
tensive review  of  the  existing  national  situation.  In  most  of  the  countries  such  a broad-based 
review  had  been  undertaken  for  the  first  time  and  was  seen  as  a means  for  developing  coordina- 
tion between  the  wide  variety  of  groups  and  disciplines  concerned  with  alcohol  and  alcohol  pro- 
blems. 


Another  related  international  project  being  developed  is  known  as  the  International 
Study  of  Alcohol  Control  Experiences  (ISACE).  This  was  initiated  in  1976  and  is  being  pursued 
in  collaboration  between  a number  of  research  institutions  and  the  WHO  Regional  Office  for 
Europe.  At  its  first  working  meeting  in  Helsinki,  1978,  the  ISACE  group  adopted  guidelines  for 
data  collection.  To  a large  extent  the  rubrics  are  similar  to  those  employed  in  the  Outline  in  An- 
nex 2 but  the  ISACE  guide  provides  considerable  information  on  the  type  of  data  to  be  collected. 
It  is  geared  to  the  needs  and  possibilities  of  countries  that  already  have  rather  well  developed 
systems  of  statistical  and  other  information  collection  and  analysis  and  research  groups  in  seven 
countries  have  committed  themselves  to  providing  national  case  histories  based  on  the  guide. 

In  addition  to  the  reviews  started  in  connection  with  the  above  international  projects, 
several  others  have  appeared  in  recent  years.  It  is  probable  that  some  were  carried  out  as  a conse- 
quence of  the  international  initiatives  and  following  a similar  pattern. 

In  Canada,  for  example,  the  Federal-Provincial  Working  Group  on  Alcohol-Related 
Problems  prepared  a document  on  "Alcohol  problems  in  Canada"  which  has  now  been  published 
(Canada,  Non-Medical  Use  of  Drugs  Directorate,  1976).  A task  force  developed  recommenda- 
tions for  improving  the  quality  and  comprehensiveness  of  Canadian  national  statistics  on 
alcohol-related  disabilities,  now  issued  in  a report  (Canada,  Federal  Provincial  Task  Force  on 
Alcohol  Statistics,  1978)  and  an  expert  committee  has  been  appointed  to  implement  these  recom- 
mendations. Several  of  the  Provinces  have  also  prepared  reviews  of  their  sub-national  alcohol 
problems  and  programmes  (see,  for  example.  Addiction  Research  Foundation,  1978).  In  the 
USA,  the  third  of  the  special  reports  to  the  US  Congress  on  Alcohol  and  Health  (US  Department 
of  Health,  Education  and  Welfare,  1978)  updates  the  previous  reviews  of  alcohol  problems  and 
programmes  in  the  USA  and  provides  data  also  from  other  countries  for  comparison.  A draft 
review  of  alcohol  problems  in  Venezuela  has  been  prepared  and  presented  at  a recent  congress 
(Millan  et  al.,  1978)  where  much  relevant  material  related  to  other  Latin  American  countries  was 
also  presented. 

In  the  African  Region,  no  extensive  review  of  alcohol  problems  and  programmes  is 
available  for  any  country,  although  information  is  gradually  accumulating.  Some  of  this  was 
brought  together  at  a meeting  of  the  Association  of  Psychiatrists  in  Africa  (1974).  A similar  situa- 
tion exists  in  the  Eastern  Mediterranean  Region.  Some  information  on  separate  countries  was 
presented  at  the  First  Arab  Scientific  Symposium  on  Alcoholism  and  Dependence  in  the  Arab 
Countries,  held  in  Cairo  in  December,  1971;  the  International  Conference  on  Alcoholism  and 
Drug  Dependence,  held  in  Bahrain  in  1975;  the  Second  Arab  Conference  on  Alcoholism  and 
Drug  Dependence,  held  in  Baghdad,  1976;  and  the  Third  Arab  International  Conference  on 
Alcoholism  and  Drug  Abuse,  held  in  Khartoum  in  1977.  Additional  information  from  the 
African  and  Eastern  Mediterranean  Regions  was  collated  and  presented  at  the  Second  WHO 
Working  Group  Meeting  on  the  Prevention  of  Alcohol-Related  Disabilities,  held  in  the  WHO 
Regional  Office  for  Africa,  Brazzaville  in  March  1979. 

An  overview  of  problems  of  alcohol  in  Asia  was  presented  to  a conference  (Ratanakom, 
1975)  but  no  comprehensive  national  reviews  were  available  for  the  South  East  Asia  Region.  For 
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India,  however,  a considerable  amount  of  material  has  been  collected  in  two  publications  (India, 
Government,  1964,  1977)  and  brief  "country  profiles"  have  now  been  prepared  for  three  coun- 
tries in  the  Region. 

In  the  European  Region,  many  countries  have  a considerable  volume  of  information 
available  but  only  a few  have  produced  an  extensive  review  that  has  been  updated  since  the  1971 
and  1972  WHO  seminars.  Some  are  being  drafted  in  connection  with  the  ISACE  project.  As 
mentioned  in  section  3,  both  Finland  and  Sweden  have  recently  reviewed  the  alcohol  situation 
through  commissions  meeting  at  governmental  level.  In  the  United  Kingdom,  the  Royal  College 
of  Psychiatrists  (1979)  has  prepared  a review.  The  Swiss  Federal  Commission  against  Alcoholism 
has  produced  an  extensive  report  on  alcohol  problems  (Wieser  & Jenni,  1977)  which  updates  that 
prepared  for  the  WHO  seminar  in  1972.  Another  has  been  prepared  on  Swiss  alcohol  policy 
(Zurbriigg,  1976).  Statistical  data  on  alcoholism  and  other  drug  addictions  are  produced  annual- 
ly for  Switzerland  (Institut  Suisse  de  Prophylaxie  de  I'Alcoolisme,  1978). 

A few  countries  in  the  Western  Pacific  Region  have  collected  relevant  information.  A 
comprehensive  review  of  the  alcohol  and  drug  situation  has  been  made  recently  in  Australia 
(Australia,  Commonwealth,  Senate  Standing  Committee  on  Social  Welfare,  1977)  and  statistics 
have  been  gathered  on  alcohol  and  tobacco  consumption  (Australian  Bureau  of  Statistics,  1977). 
Similar  work  has  started  in  New  Zealand  through  the  Alcohol  Liquor  Advisory  Council  and  the 
Department  of  Health.  An  extensive  review  of  the  situation  in  Japan  was  prepared  for  the  1971 
WHO  Seminar,  and  has  recently  been  brought  up  to  date. 

Monitoring  Change 

All  three  of  the  international  projects  outlined  above  have  stressed  the  fact  that  the 
documentation  should  not  be  regarded  as  a one-time  enterprise,  but  that  a system  of  information 
is  required  that  provides  for  continuous  monitoring  of  trends.  Standardized  methods  need  to  be 
developed  and  used  nationally,  and  progressively  internationally,  so  that  replications  of 
statistical  collections  and  survey  procedures  will  provide  valid  measures  of  change.  Policies  con- 
cerning new  programmes  or  controls,  and  the  continuation  or  modification  of  existing  program- 
mes or  controls,  are  far  more  likely  to  be  appropriate  if  there  is  a current  description  of  relevant 
phenomena  available  and  if  trends  of  change  are  known. 

In  many  countries,  a number  of  authorities  routinely  collect  data  related  to  the  use 
of  alcohol  without  this  information  being  brought  together  to  give  an  overall  picture  of  the  role 
of  alcohol  in  society.  Social  and  health  authorities,  the  police  and  the  judiciary  as  well  as 
authorities  responsible  for  agricultural  and  industrial  affairs  often  collect  considerable  amounts 
of  information  that  could  be  consulted  when  a system  for  monitoring  the  alcohol  situation  is  be- 
ing developed.  In  addition,  data  on  the  role  of  alcohol  in  regard  to  specific  phenomena  (e.g.  road 
accidents),  when  not  already  collected,  may  often  be  added  to  the  statistical  procedure  without 
much  extra  cost. 

It  may  be  unnecessary  to  register  alcohol  for  every  single  instance  of  the  phenomenon 
under  investigation.  For  example,  rather  than  noting  the  presence  of  heavy  drinking  for  each  pa- 
tient during  the  whole  year,  it  might  be  advisable  to  take  a special  count  of  the  alcohol-related 
cases  using  health  services  on  a sample  of  days. 

In  many  cases  even  cross-sectional  data  can  profitably  be  used  to  detect  trends,  for 
example,  by  comparing  different  regions  (rural  versus  urban  areas,  etc.)  and  various 
demographic  groups  (age  groups,  social  strata,  etc.).  This  kind  of  comparison  may  provide  very 
useful  indications  but  is  not  equivalent  to  direct  comparisons  over  time. 
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Standardization  of  Information  Collection 

Both  for  monitoring  change  and  for  comparing  information  within  and  between 
countries,  there  is  a need  to  standardize  methods  of  data  collection  and  reporting,  or  at  least  of 
ensuring  that  the  differences  are  taken  into  account. 

Some  contribution  has  been  made  in  this  direction  by  WHO.  The  Manual  of  the  Interna- 
tional Statistical  Classification  of  Diseases,  Injuries  and  Causes  of  Death  provides  a common 
basis  for  classification  for  general  statistical  use.  In  the  1975  (9th)  revision  (WHO,  1977)  the 
categories  in  the  Mental  Disorders  chapter  include  descriptions  of  their  content.  Thus  in  the  ninth 
revision  the  newly  accepted  term  "alcohol  dependence  syndrome"  is  described  and  is  used  to 
replace  "alcoholism".  This  term  is  considered  in  greater  detail  by  Edwards  and  Gross  (1976)  and 
in  the  report  of  a WHO  group  of  investigators  of  criteria  for  identifying  and  classifying 
disabilities  related  to  alcohol  consumption  (Edwards  et  al.,  1977)  where  the  concept  of  the 
criteria  for  alcohol-related  disabilities  are  discussed.  In  the  same  publication,  Keller  (1977)  pro- 
vides a lexicon  of  disablements  related  to  alcohol  consumption.  There  is  still  considerable  inter- 
national debate  about  the  classification  of  disabilities,  but  a draft  classification  of  impairments 
and  handicaps  has  been  produced  for  trial  purpose  in  connection  with  the  ICD.  In  order  to  report 
on  follow  up  of  persons  with  alcohol-related  disabilities,  there  is  a need  for  a classification  of  pro- 
cedures. A classification  of  therapeutic,  diagnostic  and  prophylactic  procedures  in  medicine  has 
been  drafted  by  WHO  for  provisional  use,  but  there  is  need  also  for  consideration  of  non- 
medical procedures.  Some  attention  has  been  given  to  this  matter  in  the  WHO  project  on  Com- 
munity Response  to  Alcohol-related  Problems  in  connection  with  the  schedules  for  inquiry 
among  agents  and  agencies  concerned  with  alcohol-related  problems. 

Several  national  and  regional  efforts  have  been  made  towards  classification  and 
standardization  of  terms.  These  include  the  work  of  the  US  National  Council  on  Alcoholism, 
Criteria  Committee  (1972).  A recent  example  of  the  use  of  regional  surveys  to  obtain  com- 
parative data  is  provided  by  the  Joint  Nordic  Survey  on  Cultural  Meanings  of  Alcohol,  Drinking 
Patterns  and  Consequences  of  Drinking.  Data  collection  started  early  in  1979.  An  important  step 
towards  standardization  of  statistics  on  alcoholic  beverages  has  been  made  through  a project 
started  by  the  Finnish  Foundation  for  Alcohol  Studies  (FFAS)  with  the  later  collaboration  of  the 
WHO  Regional  Office  for  Europe.  The  introduction  of  the  resulting  publication  (FFAS  & WHO, 
1977)  provides  definitions  and  classifications  of  beverages  which  could  well  be  used  as  a guide  for 
further  national  and  international  use.  Methodological  problems  are  also  discussed  and  reference 
is  made  to  problems  involved  in  the  classification  of  beverages,  and  in  defining,  for  example, 
production,  trade  and  consumption. 

Consideration  is  given  below  to  means  of  improving  the  comparability  of  information 
on  specific  aspects  of  alcohol  availability  and  alcohol  problems. 

i)  Production,  Trade  and  Consumption  Statistics 

There  is  no  one-to-one  relationship  between  general  level  of  drinking  and  alcohol 
problems.  However,  from  the  perspective  of  both  national  trend  analysis  and  international  com- 
parisons, reliable  and  systematic  data  on  overall  consumption  expressed  both  in  litres  of  each 
type  of  beverage  and  in  terms  of  100%  ethanol  can  be  regarded  as  a basic  element  in  any 
monitoring  system. 

Consumption  statistics  are  obtained  in  various  ways  but  are  usually  derived  from 
estimates  of  total  supplies  for  domestic  consumption;  by  using  wholesale  or  retail  sales  records; 
or  by  using  tax  records.  The  accuracy  of  each  type  of  estimate  varies  from  one  country  to 
another  and  it  is  not  possible  to  advocate  one  single  method,  since  the  estimates  have  to  be  made 
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in  ways  best  suited  to  national  circumstances.  In  using  production  data  to  estimate  consumption, 
however,  fluctuations  between  "bad"  and  "good"  years  need  to  be  taken  into  account. 

International  comparability  of  the  data  would  be  greatly  enhanced  if  consumption  could 
be  reported  a)  on  a per  capita  basis  for  the  total  population  as  well  as  in  terms  of  the  population 
aged  15  years  and  older  and  b)  separately  for  at  least  the  following  aggregated  standard  classes  of 
beverages  defined  in  the  Standard  International  Trade  Classification  (SITC):  beer;  fruit  wines 
and  other  fermented  beverages;  and  distilled  beverages  - the  category  of  wines  being  divided, 
whenever  possible,  into  fortified  and  non-fortified  wines  according  to  the  SITC  classification.  It 
would  also  be  useful  to  have  as  detailed  information  as  available  on  the  alcohol  content  of  the 
various  beverages  in  each  category.  This  is  known  only  approximately  for  many  countries  and 
information  on  how  the  alcohol  content  of  each  class  has  been  determined  would  therefore  be  of 
value. 


In  many  countries  a considerable  part  of  the  actual  production  or  consumption  of 
alcoholic  beverages  remains  unrecorded.  As  far  as  feasible,  offical  statistics  need  therefore  to  be 
supplemented  by  estimates  of  the  magnitude  of  various  segments  of  unrecorded  production  and 
consumption. 

Data  on  the  structure  of  production  of  and  trade  in  alcoholic  beverages,  on  the 
fiscal  and  general  economic  significance  of  alcohol,  as  well  as  on  availability  of  alcohol  (prices, 
number  of  outlets,  opening  hours,  legal  restrictions  concerning  alcohol  trade)  are  useful  for 
assessing  the  feasibility  and  probable  impact  of  alternative  strategies  of  prevention. 

ii)  Patterns  of  Drinking 

In  most  countries,  it  is  difficult  to  obtain  quantitative  or  otherwise  systematic  informa- 
tion on  prevailing  patterns  of  drinking.  Since  many  types  of  alcohol  problems  are  intimately 
linked  to  specific  patterns  of  drinking,  it  would  be  of  utmost  importance  to  present  a general 
description  of  the  drinking  customs  in  each  country  as  well  as  to  note  any  qualitative  changes  in 
drinking  that  might  be  occurring. 

Often  consumption  data  will  give  source  indications  of  patterns  of  drinking.  For 
instance,  there  may  be  separate  statistics  for  consumption  on-premises  (taverns,  restaurants, 
etc.)  and  off -premises.  The  distribution  between  beverage  types  is  also  one  dimension  of  pattern- 
ing of  drinking. 

In  some  countries,  survey  data  are  available  at  least  on  the  proportion  of  abstainers 
in  the  population  (Makela,  1978)  and  also  may  cover  typologies  of  amount  and  patterning  of 
drinking  (Room,  1977).  Sometimes  market  research  data  on  patterns  of  drinking  can  be  garnered 
either  from  beverage  industry  sources  or  from  mass  media  sources  collecting  the  data  to  sell 
alcohol  advertising  space.  Limited  information  on  patterns  of  consumption  is  available  from 
household  expenditure  studies  (ILO,  1967,  1974)  and  sometimes  from  time-budget  studies 
(Szalai,  1972). 

In  the  absence  of  quantitative  data,  Jellinek's  proposed  method  of  polling  juries 
of  knowledgeable  observers  about  drinking  patterns  in  particular  social  segments  might  be  used 
(Popham,  1976). 

Hi)  Consequences  of  Drinking  and  Alcohol  Problems 

In  collecting  data  on  consequences  of  drinking,  direct  international  comparability 
is  in  many  areas  even  less  feasible  than  for  statistics  on  production  and  consumption  (Bunce  & 
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Room,  1977;  Makela,  1978).  The  most  salient  hazardous  consequences  of  drinking  vary  widely 
from  one  country  to  another,  depending  on  prevailing  patterns  of  drinking,  on  the  structure  of 
the  surrounding  society,  and  on  social  reactions  to  drinking.  In  most  instances,  efforts  would 
therefore  most  profitably  be  directed  towards  obtaining  national  data  that  are  reasonably  com- 
parable in  time  and  allow  for  trend  detection.  It  is  often  not  feasible  to  attempt  to  assess  the 
overall  impact  of  drinking  on  social  life  but  changes  over  time  can  be  described  in  the  light  of  a 
few  typical  problems  for  which  information  can  be  made  available  for  different  points  in  time. 

Many  alcohol-related  problems  may  be  regarded  either  as  events  or  as  conditions, 
and  indications  of  consequences  (e.g.  cirrhosis  mortality  or  arrests  for  drunkenness)  are  often 
used  to  provide  estimates  of  the  prevalence  of  alcoholism  or  heavy  drinking.  In  principle,  it  is 
worth  while  to  obtain  estimates  of  the  proportion  of  the  population  considered  to  be  heavy  con- 
sumers, "problem  drinkers",  or  "alcoholics"  at  various  points  in  time,  but  indicators  of  specific 
consequences  of  drinking  often  provide  information  that  is  better  suited  for  time  comparisons. 

Most  of  the  potentially  available  indications  of  drinking  consequences  are  mediated  by 
the  efforts  of  control  and  rehabilitation  agents.  In  many  countries,  facilities  designed  for  control 
and  treatment  of  alcohol  problems  have  been  expanding  considerably.  This  tends  to  diminish  the 
usefulness  of  treatment  statistics  as  indicators  of  the  occurrence  of  drinking  problems.  The  inter- 
pretation of  these  indices  demands  a basic  description  of  the  organization  and  volume  of  dif- 
ferent facilities  for  control  and  treatment  of  various  consequences  due  to  drinking.  Among  the 
most  useful  indicators  are  the  rates  of  drinking-related  admissions  (alcoholic  psychoses, 
alcoholism)  to  hospitals  and  causes  of  death  related  to  drinking  (cirrhosis  of  the  liver,  fatal 
alcohol  poisoning,  alcoholism).  When  interpreting  these  data,  changes  in  hospital  resources  and 
diagnostic  practices  have  to  be  taken  into  account. 

Other  potentially  useful  indicators  include  arrests  or  prosecutions  for  drunkenness, 
arrests  or  prosecutions  for  drunken  driving,  violent  crimes  related  to  drinking,  road  accidents 
related  to  drinking,  suicides  and  data  on  industrial  absenteeism.  These  indicators  also  require 
cautious  interpretation  in  the  light  of  possible  changes  in  legal  stipulations,  enforcement  practices 
or  statistical  recording  practices.  Attempts  need  to  be  made  to  collect  supplementary  data  that 
can  be  used  to  correct  for  spurious  factors.  For  instance,  in  considering  alcohol  and  road  traffic, 
the  traffic  intensity  and  the  general  activities  for  enforcing  regulations  have  to  be  taken  into  ac- 
count. 

9.2  Assessing  Preventive  Actions 

The  word  "assessment"  is  used  here  rather  than  "evaluation"  to  underline  the  desirability 
and  possibility  of  gathering  information  on  the  effects  of  preventive  actions  even  when  formal 
evaluation  is  not  possible.  Such  information  is,  of  course,  highly  valuable  for  those  with  ongoing 
responsibilities  for  alcohol  problems  prevention  and  policy  in  the  specific  situation;  but  it  is  also 
useful  and  desirable  to  publish  the  information  and  analysis  more  broadly,  so  that  others  can 
benefit  from  the  experience  and  an  international  base  of  experience  can  be  built  up.  This  is  true 
whether  the  preventive  action  is  regarded  by  those  responsible  as  a success  or  failure.  Even 
though  it  may  be  regarded  as  somewhat  embarrasing  to  report,  a documented  failure  is  far  more 
helpful  to  future  decision-making  than  an  undocumented  success,  particularly  if  the  failure  is  in 
some  commonly  used  but  rarely  evaluated  preventive  action. 

There  is  a rapidly  growing  literature  on  programme  evaluation  (e.g.  Campbell  & 
Stanley,  1968),  but  in  the  specific  field  of  alcohol  problems  prevention  there  is  relatively  little 
available.  The  evaluation  of  preventive  actions  presents  problems  that  differ  from  and  are  often 
more  complicated  than  the  evaluation  of  treatment  programmes.  For  instance,  the  boundaries  of 
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the  group  whom  the  action  was  supposed  to  affect  are  often  less  clear  than  for  a treatment  pro- 
gramme. Usually,  the  assessment  of  preventive  actions  requires  gathering  information  on  the  ef- 
fects in  the  population  at  large  or  in  some  fairly  general  section  of  the  population. 

However  informal  the  assessment,  it  is  useful  to  collect  information  both  on  the  process 
and  on  the  outcome  of  the  preventive  action.  A programme  can  show  great  activity  and  achieve 
great  renown  without  having  measurable  effects  in  terms  of  its  goals.  In  fact,  some  examples 
were  cited  in  earlier  chapters  of  educational  programmes  which  appear  to  have  had  effects  op- 
posite to  those  intended.  It  is  therefore  important  to  measure  the  eventual  effects  of  the  pro- 
gramme. Recently  the  importance  of  studying  also  the  processes  of  the  preventive  measure  or 
programme  has  been  re-emphasized.  How  was  the  measure  decided  upon,  and  who  was  involv- 
ed? How  was  the  measure  put  into  effect,  involving  what  institutions  and  groups?  How  is  the 
measure  administered  on  a day-to-day  basis?  How  do  those  in  charge  of  the  measure  spend  their 
working  time?  How  are  clients  or  target  populations  recruited  or  involved?  What  is  the  process 
of  interaction?  Answers  to  these  and  similar  questions  can  be  very  illuminating  about  the  real 
nature  and  functions  of  the  programme  or  measure.  Often  a sensitive  outsider  can  bring  a fresh 
viewpoint  to  bear  in  the  course  of  making  observations  over  a few  days.  It  is  also  useful  for  those 
carrying  out  the  measure  or  programme  to  keep  a logbook  or  journal  of  experiences  in  their 
work,  which  can  serve  as  a valuable  source  in  writing  a description  of  what  the  programme  ac- 
tually did  and  the  extent  to  which  it  accomplished  the  programme  of  work  it  embarked  upon. 
These  issues  of  data  collection  are  further  discussed  in  a later  paragraph. 

Relation  of  Research  and  Assessment  to  Policy-making 

In  the  area  of  primary  prevention  of  alcohol  problems,  as  suggested  in  the  earlier 
sections  of  this  review,  little  is  clearly  established  as  being  applicable  at  all  times  and  in  all  situa- 
tions. It  is  therefore  important  that  preventive  actions  and  policies  should  be  regarded  as  frankly 
experimental.  This  implies  the  desirability  of  documenting  and  assessing  the  results  of  all 
substantial  actions,  as  mentioned  above.  It  implies  also  that  preventive  actions  should  often  be 
tried  out  on  a smaller  scale  before  being  generally  applied  and  that  as  far  as  possible  the  actions 
should  be  carried  out  so  as  to  allow  for  the  possibility  of  midstream  changes  or  corrections.  This 
in  turn  suggests  that  the  assessment  and  analysis  of  the  results  of  the  actions  should  be  designed 
to  allow  quick  preliminary  reporting  of  results  to  serve  as  a basis  for  such  changes  or  corrections. 

It  is  of  course  important  that  all  available  information  be  taken  into  account  in 
designing  preventive  actions  in  the  first  place.  The  collection  of  baseline  information  to  assess  the 
effects  of  preventive  actions  can  thus  often  have  as  a second  aim  the  gathering  of  information 
that  will  allow  the  preventive  action  to  be  shaped  or  reshaped  to  fit  the  situation  as  realistically  as 
possible. 

In  general  the  development  of  policies  concerning  the  prevention  of  alcohol  problems 
will  benefit  from  a dose  and  interactive  relationship  with  the  assessment  effort.  It  is  probably 
preferable,  however,  to  establish  the  latter  as  a separate  function,  since  otherwise  the  longer-term 
work  of  the  assessment  will  tend  to  be  overwhelmed  by  daily  exigencies.  Moreover,  while  it 
helps  policy  makers  and  programme  personnel  to  believe  in  the  actions  they  are  taking,  the 
assessment  function  requires  scepticism  and  objectivity.  There  are  thus  inherent  differences  bet- 
ween the  policy  and  assessment  functions  in  regard  to  role  and  outlook. 

An  important  part  of  a programme  of  assessment  of  preventive  actions  is  putting 
the  knowledge  gained  into  practice  on  a local  level.  Too  often  evaluation  reports  gather  dust  on  a 
shelf.  One  strategy  for  acting  on  an  assessment  report  is  to  call  a meeting  of  agencies  and  groups 
involved  in  the  preventive  action  to  discuss  the  results  and  plan  further  action.  It  may  be  useful 
to  have  a continuing  body  representing  various  interests  to  oversee  the  programme  and  act  upon 
assessments  of  it. 
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Defining  the  Dimensions  of  the  Study 

In  planning  a specific  assessment  study  concerning  the  prevention  of  alcohol-related 
problems,  it  is  first  necessary  to  define  the  dimensions  of  what  is  to  be  assessed.  A series  of  ques- 
tions about  the  prevention  action  to  be  studied  need  to  be  answered: 

i)  What  is  to  be  studied  — a specific  measure,  an  administrative  or  service 
structure,  a whole  policy  or  programme? 

ii)  What  kind  of  changes  are  planned  or  might  occur,  and  over  what  time 
period  might  they  be  expected  to  operate? 

iii)  What  kind  of  alcohol-related  problems  does  the  measure  or  programme  aim 
to  affect?  Is  the  effect  expected  to  be  direct,  or  through  some  intervening  mechanism  — if  so, 
what  mechanism? 

iv)  What  social  institutions  or  strategies  does  the  measure  or  programme  use  or 

involve? 

v)  What  is  the  target  population  for  the  measure  or  programme? 

vi)  What  other  populations  might  be  affected? 

vii)  What  are  the  side-effects,  beneficial  or  detrimental,  which  could  possibly 

occur? 

Often  the  assessor  or  evaluator  will  find  that,  in  seeking  answers  to  these  and  similar 
questions,  he  or  she  unintentionally  becomes  the  catalyst,  forcing  a more  precise  definition  of  the 
scope  and  aims  of  a contemplated  prevention  action. 

Notes  kept  of  the  process  of  elucidation  and  definition  of  project  scope  and  goals  can  be 
valuable,  since  the  discussion  is  often  revealing  of  the  policy  and  social  environment  in  which  the 
project  operates  (see  below.  Documentation  of  process  and  events). 

Some  notes  are  given  below  on  relevant  issues  for  each  question  in  the  series  out- 
lined above. 

Object  of  study.  It  is  easier  to  measure  the  effect  of  prevention  measures  if  they  are 
undertaken  in  isolation.  On  the  other  hand,  measures  are  usually  more  effective  if  undertaken  as 
part  of  a broader  programme  or  plan.  There  is  thus  some  conflict  between  the  optimum  design 
for  programme  effectiveness  and  the  optimum  design  for  the  measurement  of  effects.  Possible 
resolutions  include  introducing  measures  in  a series  of  steps,  with  measurements  between  the 
steps  or  better,  introducing  measures  in  a series  of  steps,  with  measurements  between  the  steps  or 
better,  introducing  different  combinations  of  measures  in  different  places,  and  comparing  the  ef- 
fects. 


Change  or  stasis.  Improving  prevention  policies  requires  changes.  Static  analyses  are 
not  good  predictors  of  change;  to  understand  change,  one  must  study  change.  As  much  as  possi- 
ble, therefore,  assessment  studies  need  to  be  oriented  toward  the  adoption  or  occurrence  of 
specific  changes.  In  many  cases,  of  course,  the  change  will  be  planned  in  association  with  plann- 
ing the  assessment  study,  so  that  the  timetables  of  the  change  and  the  assessment  can  be  dovetail- 
ed. But  another  kind  of  study  of  considerable  interest  is  the  study  of  "natural  events"  — changes 
which  occur  without  planning,  at  least  by  those  responsible  for  alcohol  prevention,  and  fre- 
quently with  little  warning.  For  instance,  there  have  been  several  studies  of  the  effects  of  a strike 
in  the  alcohol  distribution  and  sales  network  (e.g.  Makela,  1974;  Smart,  1977).  Other  such 
events  are  policy  changes  potentially  affecting  alcohol  problems  but  made  for  extraneous  reasons 
- for  example,  the  effect  of  lowering  the  speed  limit  on  drunk  driving  casualties;  the  effects  on 
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alcohol  problems  of  lowering  the  age  of  majority,  including  the  age  when  purchasing  alcohol  is 
permitted.  Where  such  changes  occur  with  little  warning,  a study  must  either  rely  on  social 
statistics  or  records  or  documents  which  are  routinely  collected,  or  must  be  able  to  mobilize  some 
resources  for  collecting  data  at  short  notice.  Even  without  formal  budgeting  for  a capability  to  do 
special  studies  of  "natural  events",  some  assessment  can  sometimes  be  arranged. 

Timing  of  effects.  It  is  common  for  short-term  effects  to  differ  from  long-term  effects. 
Thus,  as  noted  in  section  8,  the  dramatic  short-term  effects  of  the  British  road  safety  campaign 
decayed  over  time.  On  the  other  hand,  an  attempt  to  influence  cultural  values,  such  as  the  tradi- 
tional French  belief  that  alcohol  is  needed  for  manual  labour,  might  well  have  only  a delayed  ef- 
fect. It  is  thus  desirable  to  measure  both  short-term  effects  and  long-term  effects.  In  any  case,  the 
timing  of  the  assessment  needs  to  be  appropriate  for  the  projected  effects.  Thus  an  assessment  of 
the  effects  of  alcohol  education  for  young  children  would  need  to  include  data  from  years  later, 
while  an  assessment  of  the  effects  of  an  alcohol  price  change  might  concentrate  on  immediate  ef- 
fects. 


Kinds  of  alcohol-related  problems.  As  outlined  in  section  1,  there  are  many  different 
kinds  of  alcohol-related  problems.  Actions  can  influence  one  kind  of  problem  without  affecting 
another  kind.  They  can  even  increase  one  problem  while  decreasing  another.  Thus  a measure 
protecting  drunks  from  casualties  might  possibly  decrease  alcohol-related  casualties  but  increase 
cirrhosis  mortality  by  removing  constraints  on  drunkenness.  It  is  thus  desirable  to  measure  in 
specific  terms  a variety  of  alcohol-related  problems,  including  the  particular  problems  targeted. 

Direct  and  indirect  effects:  institutions  and  strategies  involved.  The  preventive  action 
may  be  intended  to  have  an  indirect  effect  on  alcohol-related  problems,  for  instance  by  changing 
attitudes  to  drinking,  or  by  reducing  job  tensions  in  the  hope  of  reducing  heavy  drinking.  If  the 
intended  effect  is  indirect,  effects  may  need  to  be  measured  at  the  intermediate  stages. 

In  the  prevention  of  social  problems,  the  goal  may  be  to  change  social  reactions  to 
drinking  behaviour,  as  well  as  or  instead  of  affecting  drinking  behaviour.  In  the  prevention  of 
casualty  problems,  the  aim  may  be  to  make  the  environment  safer  for  the  drinking  person.  For 
both  these  types  of  problems,  the  aim  may  be  to  change  the  insulation  between  the  drinking 
behaviour  and  its  consequences.  These  aims  of  course  imply  shifting  or  expanding  the  focus  of 
the  assessment  effort. 

Where  social  institutions  or  other  social  aggregates  are  involved  in  the  prevention  action, 
it  may  be  useful  to  measure  effects  in  the  institutions  or  aggregates  involved  as  well  as  at  the  in- 
dividual level. 

Target  and  affected  populations.  While  the  goal  of  a preventive  action  may  be  to 
affect  a whole  population  or  population  segment,  the  action  may  directly  involve  only  a 
subgroup:  advertisements  in  buses,  for  example,  can  appeal  only  to  those  who  travel  in  buses, 
education  in  colleges  can  apply  only  to  those  who  attend  college.  Effects  would  have  to  be 
measured  in  these  subgroups  in  contact  as  well  as  in  the  whole  population. 

Main  effects  and  side-effects.  Effects  of  the  preventive  action  on  its  main  goals  should  be 
carefully  and  specifically  measured.  In  addition,  the  study  should  look  at  a range  of  possible 
side-effects,  which  may  come  to  be  seen  as  outweighing  the  main  effects  — as  the  adverse  side  ef- 
fects of  prohibition  in  the  USA  were  eventually  seen  as  outweighing  its  main  effect  of  reducing 
consumption.  Conversely,  often  actions  which  do  not  succeed  in  their  main  effects  have  useful 
side  effects. 
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Designing  Assessment  Studies 

There  are  a number  of  classic  formal  designs  of  evaluation  studies,  which  are  clearly 
presented  in  the  evaluation  literature  (e.g.  Campbell  and  Stanley,  1968).  Two  major  types  of 
study  are  briefly  considered  here. 

One  is  the  interrupted  time  series  design,  which  compares  trends  in  the  same  population 
before  and  after  some  action.  This  design  requires  at  least  four  measurements,  to  establish  the 
trend  before  and  the  trend  after  the  action,  and  it  assumes  a relatively  sharp  discontinuity  as  the 
effect  of  the  action. 

The  other  is  the  controlled  before-and-after  study.  This  design  compares  the  change  in 
a population  subjected  to  some  action  with  the  change  under  similar  circumstances  in  a similar 
population  not  subjected  to  the  action.  It  thus  requires  at  least  two  measurements  in  each  of  at 
least  two  populations  (depending  on  the  nature  of  the  change,  the  populations  may  be  interm- 
ingled). 


Conducting  a controlled  study  requires  the  existence  of  a comparable  population  not 
subjected  for  the  duration  of  the  study  to  the  preventive  actions.  This  is  another  possible  reason 
for  limiting  the  scale  of  preventive  actions  in  their  initial  trial. 

One  way  to  limit  the  resources  necessary  for  a study  is  to  use  a sample  of  the  population. 
A proper  sampling  method  greatly  increases  the  usefulness  of  the  results  by  increasing  confidence 
that  the  effects  found  in  the  sample  are  characteristic  of  the  population  from  which  the  sample 
was  drawn. 

Types  of  Information  To  Be  Collected 

There  is  a wide  variety  of  kinds  of  information  that  can  be  useful  in  conducting  an 
assessment  study.  At  the  outset  of  the  study,  the  range  of  information  to  be  collected  is  likely  to 
be  limited  to  what  it  is  known  can  certainly  be  managed,  but  opportunities  may  be  seized  to  add 
extra  kinds  of  information  as  they  become  available.  The  following  list  is  given  in  rough  order  of 
increasing  resources  required  for  the  collection  of  the  data. 

Description  of  programme,  measure,  situation.  A candid  description  of  a preventive  pro- 
gramme or  initiative  and  its  apparent  effects  and  outcome  can  be  written  in  a short  time  by  those 
involved,  while  for  those  not  involved  to  piece  together  the  information  would  be  impossible  or 
take  a much  longer  time.  Such  a description  can  be  a permanently  useful  document  for  others  in 
similar  situations. 

Documentation  of  process  and  events.  Keeping  a journal  or  logbook  of  the  activities 
and  events  of  a project  provides  a good  basis  for  a process  assessment.  Working  from  such  a 
journal  and  from  the  official  files  of  a project,  a rich  description  with  some  analysis  can  be 
prepared. 

Monitoring  existing  indicators.  A good  first  step  in  undertaking  a prevention  assessment 
is  to  consider  what  existing  indicators  there  might  be  relevant  to  possible  effects  of  the  pro- 
gramme or  measure  to  be  evaluated.  Such  indicators  should  apply  to  a population  as  close  as 
possible  to  being  the  target  population  of  the  prevention  measure  (with  separate  coverage  also  of 
an  equivalent  control  population,  if  possible).  Such  indicators  may  include  police  statistics  of  ar- 
rests, incidents,  etc.,  hospital  mortality,  health  utilization  statistics,  etc.,  court,  welfare,  social 
security  statistics,  employment,  insurance,  church  records,  etc.  Sometimes  agencies  can  be  per- 
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suaded  to  make  some  changes  in  their  recording  or  aggregation  procedures  to  increase  the 
relevance  of  the  statistics  to  an  assessment  study. 

Informal  interviews.  Often  there  will  be  a variety  of  different  perspectives  on  the  events 
and  success  of  a prevention  programme,  which  can  be  elicited  in  informal  interviews.  Before 
undertaking  such  interviews,  a guidelist  to  relevant  questions  should  be  prepared,  and  revised  as 
the  work  proceeds.  Attention  needs  to  be  paid  to  protecting  the  confidentiality  of  informants. 
Often  informal  interviews  will  suggest  new  aspects  of  the  situation  to  follow  up;  such  interviews 
are  a useful  adjunct  to  more  formal  techniques. 

Informal  observation.  Observational  techniques  can  be  used  both  to  establish  the 
behavioural  context  in  which  prevention  programmes  operate  and  to  record  the  process  of  the 
programme  itself.  Again,  a checklist  of  what  is  to  be  watched  for  needs  to  be  prepared  and  revis- 
ed as  work  proceeds.  Systematic  field  notes  should  be  prepared  during  or  immediately  after  each 
observational  period.  An  attempt  should  be  made  to  cover  the  gamut  of  contexts  and  times  rele- 
vant to  what  is  being  observed. 

Unobtrusive  measures/ indirect  indicators.  With  some  ingenuity  and  a minimum  ex- 
penditure of  time  and  energy,  quantitative  indications  of  behaviour  and  change  in  behaviour  can 
often  be  collected.  For  instance,  the  amount  of  drinking  at  a certain  location  may  be  estimated 
from  the  number  of  empty  containers  nearby;  trends  in  drinking-driving  may  be  estimated  from 
counting  cars  in  tavern  parking-lots;  the  vigilance  of  police  monitoring  of  drunk  driving  can  be 
inferred  from  the  distribution  of  blood-alcohol  levels  at  arrest  (if  most  blood-alcohol  levels  are 
very  high,  it  implies  only  that  grossly  intoxicated  behaviour  is  acted  upon). 

Coding  existing  or  routine  records.  This  approach  involves  creating  from  existing 
records  new  summary  statistical  series.  For  instance,  divorce  complaints  filed  in  court  can  be 
coded  for  mention  of  drunkenness;  hospital  case  records  can  be  coded  for  evidence  of  alcohol- 
related  problems.  The  possibilities  are  of  course  limited  by  what  is  routinely  recorded.  Access  to 
official  records  may  also  be  limited;  sometimes  an  agency  will  agree  to  allow  a current  or  former 
employee  to  do  the  coding  after  training  by  the  assessment  agency. 

Collecting  new  social  statistics.  This  approach  carries  the  process  one  step  further, 
creating  a new  record  to  be  filled  out  and  aggregated  by  official  agencies,  where  no  satisfactory 
record  for  the  assessment  exists.  Such  an  approach  involves  a large  expenditure  of  social 
resources  stretching  into  the  indefinite  future;  but  it  is  often  more  feasible  than  formal  observa- 
tional or  interview  studies,  because  the  expenditure  is  hidden  in  an  agency's  operating  budget  and 
not  separately  funded.  A sensible  way  of  limiting  these  hidden  expenditures  is  to  sample  cases 
rather  than  collect  data  for  all,  taking  care  to  cover  all  types  of  cases  and  times  of  occurrence. 

Formal  observational  studies.  A variety  of  observational  studies  of  drinking  and  of  social 
reactions  to  drinking  have  been  carried  out  (Room,  1977),  although  few  of  them  have  been 
oriented  to  the  assessment  of  prevention  measures.  Observational  studies  are  of  course  limited  to 
the  observable;  thus  it  is  easier  to  do  such  studies  in  taverns  and  other  public  drinking  places  than 
in  private  parties. 

Formal  interview  studies.  There  is  a well-developed  technology  for  survey  research, 
involving  methods  of  developing  and  pretesting  questionnaires,  sampling  design  including  ran- 
dom or  probability  sampling  of  respondents,  interviewer  training  and  supervision,  and  survey 
analysis.  Those  contemplating  such  methods  should  avail  themselves  of  this  technological  tradi- 
tion, through  standard  texts  and  readers.  Often  the  limited  resources  available  for  assessment 
will  call  for  short-cuts  and  approximations,  but  the  analyst  should  realize  and  report  the  losses  of 
determinacy  and  validity  implied  by  such  short-cuts. 
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Some  Examples  of  Prevention-oriented  Assessments  and  Evaluations 

Makela  (1974)  summarizes  a series  of  studies  on  the  effects  of  a strike  in  Finnish  liquor 
stores.  Teams  of  researchers  collected  data  of  many  of  the  types  outlined  above,  including 
statistics  from  police  records,  work  absenteeism  records,  and  emergency  hospital  files;  special 
recording  by  staff  in  alcoholism  outpatient  clinics  and  emergency  hospitals;  observational  studies 
of  public  drunkenness,  the  behaviour  of  homeless  alcoholics  and  the  illicit  alcohol  market;  and  a 
general  population  survey  study. 

Smart  (1974)  combined  observational  and  interview  methods  in  an  evaluation  of  the 
effects  of  introducing  self-service  purchases  in  Ontario  liquor  stores. 

Smart  and  Cutler  (1976)  used  official  statistics  and  special  tabulations  to  assess  the 
effects  on  consumption  of  a ban  on  alcohol  advertising  in  British  Columbia. 

Kuusi  (1957)  carried  out  a classic  study,  using  interview  and  other  data,  of  the  effects  of 
opening  a liquor  store  in  rural  Finnish  communities. 

A number  of  studies  of  the  effects  of  "crackdowns"  on  drunk  driving  in  Scandinavia, 
Britain  and  Canada  have  been  done,  using  time-series  analysis  (Ross,  1975;  Carr  et  ah,  1975). 
The  whole  Alcohol  Safety  Action  Program  in  the  USA  has  been  evaluated  by  similar  methods 
(Zador,  1976),  not  without  controversy.  This  and  related  literatures  have  been  reviewed  by 
Cameron  (1978). 

A number  of  North  American  studies  have  used  time-series  of  official  statistics,  some- 
times with  other  data,  to  measure  the  effects  of  lowering  the  drinking  age  on  drinking-driving 
casualties.  This  literature  is  reviewed  by  Whitehead  (1977).  A notable  advance  in  such  studies 
is  Douglas  and  Freedman's  (1977)  addition  of  data,  coded  from  records,  of  concomitant  in- 
creases in  the  de  facto  availability  of  alcohol. 

Studies  of  the  effects  of  educational  and  public-information  programmes  have  been 
reviewed  by  Blane  (1976),  Blane  and  Hewitt  (1977)  and  Goodstadt  (1977).  Most  of  these  studies 
have  used  interview  data. 

Imperfection  or  Inaction? 

While  it  is  desirable  to  make  as  full  an  assessment  as  resources  allow,  it  will  often  not  be 
feasible  to  conduct  a formal  evaluation  study  in  a textbook  fashion.  In  such  circumstances,  to 
insist  on  assessments  conforming  to  such  criteria  would  be  to  ensure  that  no  assessment  is 
done.  To  insist  that  no  preventive  actions  be  undertaken  without  a formal  evaluation  would  be 
a recipe  for  doing  nothing  and  adopting  a laissez  faire  stance.  As  implied  by  the  choice  of  the 
term  "assessment",  it  is  suggested  here  that  the  collection  of  information  is  a valuable  and  useful 
undertaking  even  where  available  resources  place  sharp  limits  on  its  scope. 
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10. 


DEVELOPMENT  OF  PROGRAMMES  FOR 
PREVENTION  OF  ALCOHOL-RELATED 

PROBLEMS 


10.1  Coordinated  Programmes  Concerning  Alcohol-related  Problems 

In  order  to  focus  attention  on  some  aspects  of  programmes  concerned  with  alcohol- 
related  problems  that  have  tended  to  be  overlooked,  this  review  has  dealt  mainly  with 
possibilities  of  primary  prevention.  This  may  help  to  redress  the  balance  of  many  existing  pro- 
grammes that  have  concentrated  on  the  problems  of  the  individual  drinker  and  his  needs  for 
care,  treatment  and  rehabilitation.  There  has  been  much  scepticism  about  the  value  to  the  com- 
munity of  treatment  and  rehabilitation  efforts  which  often  represent  a heavy  outlay  in  terms  of 
time,  manpower  and  financial  cost  and  frequently  result  in  relapse.  However,  advances  have 
been  made  in  pressing  for  the  early  recognition  of  the  drinker  with  problems  and  a more  ap- 
propriate type  of  help  and  treatment  aimed  at  reducing  the  disabilities  associatied  with  heavy 
drinking,  and  maintaining  a sense  of  human  dignity  and  a role  in  the  community.  Such  efforts 
can  play  an  important  part  in  reducing  the  burden  on  the  community  of  the  repercussions  of 
drinking,  but  entail  collaboration  from  many  sectors  of  the  community  that  may  be  fostered  by 
information  and  educational  endeavours. 

Prevention,  treatment  and  rehabilitation  are  seen,  then,  as  inter-related  lines  of  action 
and  it  would  appear  uneconomic  to  consider  them  as  foci  of  separate  programmes.  A coor- 
dinated programme  on  alcohol-related  problems  would  need  to  deal  with  all  three  aspects  and 
would  need  to  involve  persons  with  many  different  interests  and  skills. 

10.2  Framework  of  General  Health  and  Development 

Alcohol-related  problems  can  hardly  be  solved  if  looked  at  as  isolated  phenomena. 
Many  references  have  been  made  in  the  review  to  the  complexity  of  their  origins  and  conse- 
quences. It  is  becoming  increasingly  apparent  that  in  developing  programmes  to  deal  with 
alcohol-related  problems,  there  is  a need  to  consider  merely  the  separate  health,  welfare,  moral, 
educational  and  economic  aspects,  but  also  the  total  implications  for  the  socioeconomic  develop- 
ment of  the  communtiy  or  nation.  A programme  aiming  at  prevention  of  alcohol-related  pro- 
blems would  therefore  need  to  be  situated  within  the  general  framework  established  to  promote 
health,  welfare  and  development. 

10.3  Coordinating  Mechanism 

In  recent  years,  a variety  of  mechanisms  have  been  created  to  improve  coordination 
between  the  efforts  of  individuals  and  bodies  concerned  with  alcohol-related  problems.  Examples 
are  provided  in  sections  2.5  and  7.2  and  in  tables  1 and  13.  Several  countries  have  established  a 
permanent  coordinating  body  with  membership  representing  various  branches  and  levels  of 
government,  in  many  cases  complemented  by  voluntary  bodies  and  economic  interests  (though 
the  last  tend  at  times  to  override  health  interests).  Such  a body  can  be  empowered  to  take  respon- 
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sibility  for  investigating,  carrying  out  or  merely  promoting  the  activities  necessary  for  pro- 
gramme development.  It  has  been  found  of  value  for  a group  of  this  type  to  meet  at  intervals  to 
consider  evidence  on  the  situation  concerning  alcohol-related  problems,  the  recent  trends,  and 
the  conflicting  interests,  and  to  advise  on  steps  to  be  taken.  In  some  other  countries  or  sub- 
national regions  where  there  is  no  such  continuing  body,  an  alternative  has  been  to  convene  a 
commission  to  review  the  situation  and  to  advise  the  authorities.  One  drawback  to  such  an  ar- 
rangement may  be  a lack  of  follow  up  of  the  recommendations. 

10.4  Formulation  of  Policies 

As  discussed  in  section  2,  there  is  considerable  variation  between  countries  in  their 
policies  concerning  prevention  of  alcohol-related  problems,  although  in  many  cases  there  has 
been  no  careful  formulation  or  explicit  statement  of  policy.  Where  a coordinating  body  is 
established,  this  might  well  be  one  of  its  first  tasks.  A central  statement  in  any  national  policy 
might  follow  the  proposals  put  forward  for  Ontario,  Canada  (Addiction  Research  Foundation, 
1973).  They  stressed  that  such  a policy  should  be  health  oriented  and  recommended:  a)  a taxa- 
tion policy  which  maintains  a reasonably  constant  relationship  between  the  price  of  alcohol  and 
levels  of  disposable  income;  b)  a moratorium  or  further  relaxation  of  alcohol  control  measures 
and  the  adoption  of  a health-oriented  policy  with  respect  to  such  measures;  and  c)  an  education 
programme  designed  to  increase  public  awareness  of  the  personal  hazards  of  heavy  alcohol  con- 
sumption, the  economic  and  other  consequences  for  society  of  high  consumption  levels  and  the 
potential  public  health  benefits  and  appropriate  control  measures. 

10.5  Steps  in  the  Development  of  National  and  Local  Programmes 

A first  logical  step  in  the  development  of  a programme  for  the  prevention  of  alcohol- 
related  problems  would  be  an  appraisal  of  the  nature  and  extent  of  such  problems  within  the  area 
for  which  the  programme  is  to  be  designed.  Some  information  on  the  current  situation  concern- 
ing these  matters  in  various  countries  is  reviewed  in  sections  1 and  3 and  in  tables  5-8.  Section 
9.1  refers  to  means  for  bringing  such  information  together  so  as  to  establish  a sound  basis  for 
programme  development,  and  points  to  the  need  for  monitoring  trends. 

Data  on  the  size  and  nature  of  alcohol-related  problems  and  the  changes  occurring  will 
relate  to  a search  for  causes  that  might  lead  to  prevention  strategies.  Sections  3,  5 and  6 have  at- 
tempted to  review  theories  and  findings  from  various  parts  of  the  world  and  provide  clues  to  the 
type  of  factors  likely  to  be  involved.  The  main  conclusion,  however,  is  that  careful  investigation 
is  required  within  the  sociocultural  and  economic  context  of  the  specific  community  where  a pro- 
gramme is  to  be  developed  and  that  the  findings  will  need  to  be  reviewed  at  intervals. 

Since  collection  and  analysis  of  the  above  information  is  lengthy  and  complex,  it  can 
be  expected  that  plans  for  preventive  action  will  be  drafted  as  soon  as  some  general  impressions 
have  been  gathered.  Section  2 provides  some  information  on  the  range  of  preventive  policies  and 
sections  4 and  7 review  alternative  preventive  strategies.  Section  8 focusses  on  preventive 
measures  used  in  specific  contexts.  It  is  expected  that  this  type  of  information,  though  far  from 
complete,  may  be  of  use  in  selecting  preventive  strategies  within  the  context  of  the  priority  pro- 
blems found  in  the  community  concerned. 

If  programme  planning  is  to  be  more  than  a paper  exercise,  it  must  be  recognized  that  in 
most  cultural  situations  the  prevention  of  alcohol-related  problems  is  very  much  a political  mat- 
ter. Cultural  values,  economic  interests,  and  personal  preferences  are  all  involved  in  the  per- 
sistence of  existing  drinking  behaviour,  and  often  in  the  occurrence  of  related  problems.  To 
adopt  any  specific  goals  and  means  in  the  prevention  of  alcohol-related  problems  is  to  make 
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political  choices  among  competing  values  and  priorities.  A prevention  programme  needs  to  be 
viewed  not  just  as  a technical  planning  document,  therefore,  but  as  a blueprint  for  action  which 
forms  a basis  for  alliances  - and  offers  a target  for  opposition.  The  planning  process  will  need  to 
include  making  an  inventory  of  available  community  resources,  interest  groups  and  disciplines 
which  might  be  enlisted  in  the  work  of  the  programme.  Often  these  interests  will  not  be  alcohol- 
specific,  and  may  be  concerned  with  only  part  of  the  programme.  For  instance,  insurance  com- 
panies may  be  interested  in  the  prevention  of  alcohol-related  casualties,  women's  groups  in  the 
prevention  of  public  drinking  on  the  street.  Part  of  prevention  programming  will  often  be  the 
process  of  building  and  sustaining  ad  hoc  coalitions  with  such  specific  interests.  Sometimes, 
prevention  programming  will  require  community  mobilization  and  organization  on  alcohol 
issues  to  create  the  political  will  for  action. 

Throughout  the  process  of  programme  development  and  implementation  there  will  be 
a need  to  assess  the  effects  of  preventive  strategies  and  measures  and  to  feed  back  the  findings 
into  the  programme.  Investigators  and  even  specialized  research  institutes  have  been  funded  in 
some  countries  for  this  purpose  and  to  collaborate  in  the  continued  process  of  policy  develop- 
ment. These  questions  are  considered  in  section  9.2.  The  findings  of  assessment  studies  are 
likely  to  lead  to  a statement  of  needs  for  changing  the  deployment  or  functioning  of  resources 
and  for  providing  additional  resources  as  well  as  changing  legal  provisions  and  means  of 
enforcement.  The  possible  economic  repercussions  of  such  efforts  will  have  to  be  kept  in  mind. 

10.6  Development  of  Regional  and  International  Prevention  Programmes 
Regional  Possibilities 

Some  consideration  is  being  given  to  the  development  of  programmes  for  the 
prevention  of  alcohol-related  problems  that  go  beyond  national  boundaries. 

One  example,  involving  neighbouring  countries  with  rather  similar  alcohol  problems 
and  traditions  for  dealing  with  them,  concerns  four  Nordic  countries  and  Iceland.  The  Nordic 
Council  for  Alcohol  Research  has  been  in  operation  for  20  years.  It  has  promoted  much  col- 
laborative research  and  exchange  of  findings  and  experience. 

Although  the  European  Economic  Community  has  so  far  been  concerned  mainly  with 
trade  and  economic  relationships  in  connection  with  alcohol  problems,  interest  has  been  express- 
ed in  possibilities  of  developing  preventive  programmes  and  the  EEC  provides  a forum  where 
such  matters  could  be  discussed.  Similar  possibilities  might  be  developed  through  other  regional 
organizations,  such  as  the  Latin  American  Free  Trade  Area,  the  Economic  Community  of  West 
African  States  and  the  Organization  for  African  Unity,  although  at  the  moment  they  appear  to 
have  given  no  consideration  to  policies  directed  at  preventing  alcohol-related  problems.  Col- 
laboration towards  this  end  might  be  provided  through  WHO  Regional  Offices. 

International  Programmes 

Various  sections  of  this  review  indicate  fields  of  action  where  international  programmes 
have  been  established  and  their  continuation  and  extension  can  be  expected  to  prove  of  value. 

An  important  international  task  is  the  continued  collaboration  with  developing  countries 
in  the  design,  implementation  and  monitoring  of  their  own  programmes  on  alcohol-related  pro- 
blems, closely  integrated  with  the  overall  country  health  and  development  programmes  and  with 
special  emphasis  on  prevention  and  primary  health  care.  In  pursuing  this  work,  the  monitoring, 
review  and  research  mechanisms  established  through  the  WHO  projects  described  in  this  docu- 
ment would  be  invaluable  and  would  need  to  be  extended  to  cover  an  increasing  number  of 
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countries.  Additional  tasks  to  be  accomplished  at  international  and  regional  levels  would  include 
the  further  development  of  guidelines  for  programme  planning,  data  monitoring  and  research 
(with  particular  reference  to  programme  development,  as  in  the  community  response  studies); 
case  identification  and  treatment;  as  well  as  guidelines  on  information  and  training  material 
suitable  for  inclusion  in  the  curricula  not  only  for  a variety  of  professions  but  also  for  workers  at 
the  primary  health  care  level.  All  this  material  would  be  prepared  in  collaboration  with  the 
member  states  of  international  organizations  and  addressed  to  their  governments  for  adaptation 
to  their  own  requirements.  The  central  collection,  review  and  dissemination  of  information  on 
all  these  matters,  as  well  as  on  survey  findings  and  the  progress  of  country  programmes,  would 
be  a continuing  international  task. 

The  economic  aspects  of  alcohol-related  problems,  including  economic  costs  of 
alcohol  abuse,  the  implications  of  international  trade  in  beverage  alcohol,  and  the  economic  con- 
sequences of  alternate  preventive  measures,  need  to  be  approached  on  an  international  level. 

As  mentioned  in  section  2.6,  there  has  never  been  a worldwide  policy  concerning 
prevention  of  alcohol-related  problems.  However,  several  international  organizations  have  been 
concerned  with  various  aspects  of  these  problems.  In  this  review,  the  value  of  a multidisciplinary 
coordinating  body  for  the  development  of  national  programmes  has  been  emphasized:  similarly, 
consideration  might  be  given  to  the  creation  of  an  international  coordinating  mechanism.  In 
view  of  the  important  health  implications  of  alcohol  problems,  the  World  Health  Organization 
might  be  considered  the  most  suitable  parent  body  for  such  a mechanism. 

There  is  a need  for  collaboration  between  various  international  bodies  in  several 
fields  of  action.  For  instance,  a joint  commitment  could  be  sought  on  the  part  of  nations  to  start  a 
process  of  policy  formulation  and  review  and  to  consider  where  restraints  on  the  exercise  of 
economic  interests  and  national  sovereignty  might  be  applied.  To  ensure  such  collaboration,  two 
organizational  alternatives  might  be  considered.  In  many  instances  inter-agency  arrangements 
could  be  separately  built  into  each  action  programme.  A complementary  possibility  would  be  to 
establish  an  Inter-Agency  Advisory  Committee  on  Alcohol-related  Problems  with  representation 
from  international  governmental  and  non-govemmental  organizations  and  powers  to  coopt  con- 
sultants. 

Further  consideration  will  be  given  to  all  these  matters  during  the  meeting  of  the 
WHO  Expert  Committee  on  Problems  Related  to  Alcohol  Consumption  convened  in  November 
1979. 


Reference  to  Section  lo 

Addiction  Research  Foundation,  Ontario  (1973)  Proposal  for  a comprehensive  health-oriented  alcohol 
control  policy  in  Ontario,  Toronto,  ADARF 
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ANNEX  1 


List  of  Respondents  and  Other  Collaborators 


The  following  is  a list,  by  WHO  region  and  by  country,  of  the  persons  who  supplied  in- 
formation for  the  International  Review.  In  many  cases  a specific  response  was  sent  to  the  1977 
WHO  request  for  information,  as  outlined  on  p.  xiii,  and  some  respondents  updated  this  infor- 
mation in  1978  and  1979.  Much  additional  material  was  sent  with  the  responses.  A number  of 
collaborators  listed  suggested  amendments  or  additions  to  the  early  drafts  of  the  review.  For 
the  WHO  Western  Pacific  Region,  some  data  were  obtained  from  responses  to  a questionnaire 
to  governments.  A few  respondents  included  here  provided  verbal  information  during  the  63rd 
session  of  the  Executive  Board  or  the  32nd  World  Health  Assembly  in  1979. 

This  list  includes  persons  from  more  than  80  countries.  Information  from  at  least  30 
additional  countries  was  obtained  from  reports  of  meetings  (such  as  the  Arab  conferences  on 
Alcoholism  and  Drug  Dependence)  and  the  literature. 

It  is  hoped  that  the  valuable  collaboration  with  the  following  persons  can  be  continued 
through  the  further  development  of  the  relevant  WHO  programme,  as  discussed  during  the 
World  Health  Assembly  in  1979. 

AFRICAN  REGION 

WHO  Regional  Office.  Officer  responsible  for  Mental  Health  (in  1978  and  1979:  Dr  H.  San- 
dovaP) 

Benin.  Professor  B.C.  Sadeler,  Director,  Institute  of  Applied  Medical  Sciences,  Cotonou 
Botswana.  Dr  D.B.  Sebina,  Permanent  Secretary  for  Health,  Gaborone 
Burundi.  Dr  D.  Barakamfitiye,  Director-General  of  Public  Health,  Bujumbura 

Chad.  Dr  M.  M'Baitoubam,  Director  of  Education  and  Training  of  Medical  and  Paramedical 
Personnel,  Ministry  of  Public  Health,  Labour  and  Social  Welfare,  NTDjamena 

Gabon.  Mr  D.  Ndong-Obiang,  Health  Educator,  Libreville 

Gambia.  Dr  E.M.  Samba,  Director  of  Medical  Services,  Ministry  of  Health,  Labour  and  Social 
Welfare,  Banjul 

Ghana.  Dr  C.C.  Adomakoh,  Department  of  Psychiatry,  University  of  Ghana  Medical  School, 
Accra 

Ivory  Coast.  Dr  B.  Claver,  Neuropsychiatrist,  Head,  Neuropsychiatric  Service,  University 
Hospital  Centre  of  Treichville,  Abidjan; 

Dr  J.B.  Mockey,  Minister  of  Public  Health,  Population  and  Social  Affairs,  Abidjan 


Notes  on  specific  contributions 

1 Participant  in  First  Working  Group  Meeting  on  Prevention  of  Alcohol-related  Disabilities,  Mexico  City,  1977 

2 Participant  in  Second  Working  Group  Meeting  on  Prevention  of  Alcohol-related  Disabilities,  Brazzaville,  1979 
^ Participant  in  WHO  Project  on  Community  Response  to  Alcohol-related  Problems 

^ Participant  in  Consultation  Meeting  on  Prevention  of  Alcohol-related  Problems,  New  Delhi,  1978 

^ Participant  in  WHO/EURO  Conference  on  Public  Health  Aspects  of  Alcoholism  and  Drug  Dependence, 
Dubrovnik,  1978 

^ Participant  delegated  by  WHO  to  Symposium  on  Urbanization  and  Problems  of  Dependence,  Congress  of  the 
Royal  Australian  and  New  Zealand  College  of  Psychiatrists,  Singapore,  1978 
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Kenya.  Dr  T.M.  Mushanga^,  Faculty  of  Arts,  University  of  Nairobi; 

Dr  W.J.  Muya,  Psychiatrist,  Mathari  Hospital,  Nairobi; 

Dr  W.  Otsyula,  Senior  Lecturer  in  Psychiatry,  University  of  Nairobi; 

Mr  J.C.N.  Osogo,  Minister  for  Health,  Nairobi 

Lesotho.  Dr  M.C.  Mokete,  Head,  Department  of  Ophthalmology,  Queen  Elizabeth  II  Central 
Hospital,  Maseru 

Mauritius.  Dr  S.G.M.  Rajah^,  Psychiatrist,  Brown  Sequard  Hospital,  Beau  Bassin 

Nigeria.  Mrs  Akinosi,  Psychiatric  nurse,  Aro  village; 

Dr  Amechi  Anumonye,  Professor  and  Head,  Sub-Department  of  Psychiatry,  Lagos 
University  Teaching  Hospital; 

Dr  T.  Asuni,  Professor  of  Psychiatry,  University  College  Hospital,  Ibadan; 

Dr  J.C.  Ebie^,  Professor  of  Psychiatry,  University  of  Benin  Teaching  Hospital,  Benin 
City 

Senegal.  Dr  B.S.  Diop^,  Professor  Neuropsychiatry,  Farm  Hospital  Centre,  University  of  Dakar; 
Professor  O.  Sylla,  Technical  Adviser,  Ministry  of  Public  Health,  Dakar 

Swaziland.  Dr  Z.M.  Dlamini,  Senior  Medical  Officer  of  Health,  Mbabane  National  Nutrition 
Council,  Ministry  of  Health  Mbabane 

United  Republic  of  Cameroon.  Dr  M.  Makang  Ma  Mbog,  Jamot  Hospital,  Yaounde 

United  Republic  of  Tanzania.  Dr  K.N.M.  Mtera,  Director,  Preventive  Health  Services,  Ministry 
of  Health,  Dra-es-Salaam 

Professor  J.G.  Hauli,  Lecturer  in  Psychiatry,  University  of  Dra-es-Salaam 

Zambia.  Dr  Alan  Haworth^-^,  Associate  Professor  and  Head,  Sub-Department  of  Psychiatry, 
School  of  Medicine,  University  of  Zambia,  Lusaka; 

Dr  M.  MwanalushP'i,  Dean  of  Humanities,  School  of  Humanities  and  Social  Sciences, 
University  of  Zambia,  Lusaka 

AMERICAN  REGION 

WHO  Regional  Office.  Dr  R.  Gonzalez,  Regional  Advisor  on  Mental  Health,  Division  of  Family 
Health;  Dr  M.  Katatksy^,  Officer  in  charge  of  Alcohol  and  Drug  Dependence  Program- 
mes, Division  of  Family  Health 

Argentina.  Dr  R.  Achenbach,  Inspector,  National  Institute  of  Mental  Health,  Buenos  Aires; 
Dr  A.D.  Arenga,  National  Department  of  Mental  Health,  Ministry  of  Social  Welfare, 
State  Department  of  Public  Health,  Buenos  Aires; 

Dr  H.  San  Martin,  Professor  of  Forensic  Medicine,  University  of  Buenos  Aires; 

Dr  A.  Specian,  Buenos  Aires 

Bolivia.  Dr  E.  Castillanos,  National  Central  Substances  Board,  La  Paz 

Brazil.  Dr  P.  de  Almeida  Machado,  Minister  of  Health,  Ministry  of  Health,  Brasilia; 

Dr  R.  Caetano,  Institute  of  Psychiatry,  Federal  University,  Rio  de  Janeiro; 

Mr  B.  Nadvomy,  Brazilian  Association  against  Alcoholism,  Porto  Alegre; 

Dr  F.L.  Vianna  Guedes,  Chief,  Mental  Health  Department,  Porto  Alegre; 

Dr  E.P.  Ferreira  Braga,  Vice  President,  Oswaldo  Cruz  Foundation 

Canada.  Addiction  Research  Foundation,  Toronto,  Ontario:  Dr  H.D.  Archibald,  Executive  Vice 
Chairman;  Mr  N.  Giesbrecht,  Social  Studies  Department;  Mr  R.  Popham,  Research 
Director;  Dr  W.  Schmidt,  Associate  Director  of  Research;  Dr  E.  Single,  Social  Studies 
Department;  Dr  R.  Smart,  Associate  Research  Director;  Ms  F.  Tolnai,  Social  Studies 
Department; 
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Dr  I.  Rootman,  Chief,  Program  Analysis  Section,  Health  Service  and  Promotion  Branch, 
Health  and  Welfare,  Canada,  Ottawa,  Ontario; 

Mr  R.  Cutler,  Director  of  Research,  Water  Street  Research  Group,  Vancouver, 
British  Columbia 

Dr  J.C.  Negrete,  Associate  Director,  Department  of  Psychiatry,  Montreal  General 
Hospital; 

Professor  H.K.  Nishio,  Department  of  Sociology,  University  of  Toronto 

Dr  A.E.  Reid,  Assistant  Professor,  Department  of  Social  and  Preventive  Medicine, 

University  of  Manitoba,  Faculty  of  Medicine,  Winnipeg; 

Dr  H.M.  Simpson,  Research  Director,  Traffic  Injury  Research  Foundation  of  Canada 
Ottawa,  Canada 

Chile.  Dr  H.  Montenegro,  Head,  Section  of  Mental  Health,  National  Health  Service,  Santiago 
Colombia.  Dr  I.  Aguda,  Bogota; 

Dr  E.  Velasquez  de  Pabon,  Psychiatrist,  Drug  Dependence  Service,  Mental  Hospital  of 
Antioquia,  Medellin 

Costa  Rica.  Dr  C.  Chassoul,  Director  General,  National  Institute  on  Alcoholism,  San  Jose; 
Dr  I.  Morales  de  Flores,  Costa  Rican  Social  Security  Board,  San  Jose 

Cuba.  Ministry  of  Public  Health,  Havana 

Dominican  Republic.  Dr  E.  Antonio  de  Moya,  Head,  Alcohol  and  Drugs  Unit,  Division  of 
Psychiatry  and  Mental  Health,  State  Department  of  Public  Health  and  Social  Welfare, 
Santo  Domingo 

Ecuador.  Dr  J.  Endara  C.  Ministry  of  Health,  Provincial  Health  Board  of  Pichincha,  Hospital 
and  Asylum  "San  Lazara",  Quito; 

Dr  S.  Pacurucu-Castillo,  Cuenca 

Guatemala.  Dr  J.  Rivera -Lima,  Medical  Centre,  Kaminal 

Honduras.  Dr  A.L.  Padilla  H.,  Head,  Division  of  Mental  Health,  Ministry  of  Public  Health  and 
Social  Welfare,  Tegucigalpa 

Jamaica.  Mrs  L.  Parkins,  Personal  Assistant  to  the  Minister  of  Health  and  Environmental  Con- 
trol, Kingston 

Mexico.  Dr  G.  Calderon  Narvaez^,  Psychiatrist,  Medical  Director,  "San  Rafael"  Clinic,  Tlalpan, 
D.F.; 

Dr  C.  Campillo  Serrano^,  Coordinator,  Social  Sciences  Area,  Mexican  Centre  for 
Studies  in  Mental  Health  (CEMESAM),  Mexico  City; 

Dr  R.  de  la  Fuente,  General  Director,  Mexican  Centre  for  Studies  in  Mental  Health, 
(CEMESAM),  and  Director  of  Mental  Health,  Ministry  of  Health,  Mexico  City; 

Dr  R.  Menendez  Barquin^,  "San  Rafael"  Clinic,  Tlalpan,  D.F. 

Peru.  Dr  J.  Mariategui,  Medical  Director,  Ministry  of  Health  Psychiatric  Day  Hospital,  Lima; 
Dr  C.  Garcia  Pacheco,  Mental  Health  Inspector,  Ministry  of  Health,  Lima; 

Dr  M.  Fernandez,  Lima 

Trinidad  & Tobago.  Dr  M.H.  Beaubrun,  Professor  of  Psychiatry,  University  of  the  West  Indies, 
and  Director,  Carribean  Institute  on  Alcoholism 

USA.  National  Institute  of  Alcohol  Abuse  and  Alcoholism,  Rockville,  Md,  Office  of  Program 
Development  and  Analysis:  Dr  David  Promise!,!,  Chief,  Policy  Studies  and  Special 
Reports  Branch;  Mr  L.H.  Towle^-^,  Associate  Director; 

Dr  R.  Room!-!,  Director,  Social  Research  Group,  School  of  Public  Health,  University  of 
California,  Berkeley; 
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Dr  T.B.  Turner,  Johns  Hopkins  University,  School  of  Medicine,  Baltimore,  Maryland; 
Mr  F.  Estrada,  Department  of  Addiction  Service,  Rio  Pedras,  Puerto  Rico; 

Professor  R.  Jessor,  Institute  of  Behavioural  Science,  University  of  Colorado,  Boulder 

Venezuela.  Division  of  Mental  Health,  Ministry  of  Health  and  Social  Welfare,  Caracas:  Dr  S. 
Macias  Salom,  Chief;  Dr  J.  Millan  Boada^,  Psychiatrist 


EASTERN  MEDITERRANEAN  REGION 

WHO  Regional  Office.  Dr  T.A.  Baasher,  Regional  Adviser  on  Mental  Health 
Egypt.  Dr  M.I.  Soueif,  Professor  of  Psychology,  University  of  Cairo 

Iran.  Dr  M.R.  Moharreri,  Assistant  Professor  of  Psychiatry,  Pahlavi  University,  Ministry  of 
Social  Welfare,  Shiraz 

Kuwait.  Dr  A.R.A.  Al-Awadi,  Minister  of  Public  Health 

Lebanon.  Dr  A.  Manugian^,  Medical  Director,  Lebanon  Hospital  for  Mental  and  Nervous 
Disorders,  Beirut 

Sudan.  Dr  O.  El  Baghir  Salih^,  Director  of  General  Health  Statistics  and  Field  Research,  Ministry 
of  Health,  Khartoum 

Tunisia.  Dr  A.R.  Farah,  Medical  Inspector,  Ministry  of  Public  Health,  Tunis 


EUROPEAN  REGION 

WHO  Regional  Office.  Dr  A.E.  Baert^,  Regional  Officer  for  Mental  Health;  Mr  J.U.  HannibaP, 
Technical  Officer  for  Mental  Health 

Austria.  Dr  R.  Mader^,  Director  of  Anton  Proksch  Institute,  Stiftung  Genesungsheim 
Kalksburg,  Vienna 

Belgium.  Mr  A.  de  Boe,  National  Committee  against  Alcoholism,  Brussels; 

Professor  J.  Casselman,  Psychiatrist,  Heverlee-Leuven; 

Dr  I.  Pelc,  Brugmann  University  Hospital,  Free  University  of  Brussels; 
Professor  M.  Verbanck,  Brugmann  University  Hospital,  Free  University  of  Brussels  and 
Chairman,  Belgian  Committee  on  Alcohol  and  Other  Addictions; 
Professor  K.  Vuylsteek,  Department  of  Hygiene  and  Social  Medicine,  Academic 
Hospital,  Ghent 

Czechoslovakia.  Dr  J.  Skala^,  Head  of  Research  on  Alcoholism,  Head  of  Anti-Alcohol  Section 
of  the  Psychiatric  Department  of  the  Medical  School,  Charles  University,  Prague 

Denmark.  Dr  C.J.  Hansen^,  Chief  Physician  Hospital,  Aarhus,  Risskov; 

Dr  M.E.  Knipschildt,  Chairman,  The  Government's  Commission  on  Alcohol  and 
Narcotics,  Copenhagen; 

Dr  C.J.  Mdllenbach,  Deputy  Director  General,  Health  Services  of  Denmark; 

Mr  L.  Sdlling,  Sociologist,  Nykoping 

Finland.  Finnish  Foundation  for  Alcohol  Studies  and  Social  Research  Institute  for  Alcohol 
Studies,  Helsinki:  Dr  S.  Ahlstrom-Laakso;  Dr  K.  Bruun^;  Dr  K.  Makela^;  Dr  J.  Simpura; 
Dr  P.  Sulkunen; 

Dr  J.  Eskola,  Medical  Officer,  National  Board  of  Health,  Helsinki; 

Dr  M.  Virtanen,  Information  Secretary,  Oy  Alko  Ab  Information  Service,  Helsinki 
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France.  Dr  F.  Davidson,  National  Institute  of  Health  and  Medical  Research  (INSERM),  Paris; 
Dr  P.  Fouquet,  Psychiatrist,  Paris; 

Dr  J.  Godard,  Delegate-General,  National  Committee  for  Defence  against  Alcoholism, 
Paris; 

Professor  J.  Lereboullet,  Director,  Institute  of  Alcohology,  Paris; 

Mile  M.R.  Mamelet^,  Deputy  Director,  Care  and  Rehabilitation,  Ministry  of  Health  and 
Family,  Paris; 

Mr  JJ.  Tourteau,  Secretary -General,  High  Committee  for  Study  and  Information  on 
Alcoholism,  attached  to  Office  of  Prime  Minister,  Paris; 

Mr  J.  Trillat,  National  Committee  for  Defence  against  Alcoholism,  Paris 

Germany,  Federal  Republic.  Professor  M.  Franke,  Ministry  of  Youth,  Family  Affairs  and  Health, 
Bonn; 

Dr  R.  Mattheis^;  Head,  Department  for  Social  Medicine  and  Hospital  Planning,  Office  of 
the  Senator  for  Health  and  Environmental  Protection,  West  Berlin 

Greece.  Dr  A.  Liakos^,  Athens  University  Psychiatric  Department 

Hungary.  Dr  G.  Kardos^,  Head  of  Department,  National  Institute  for  Neurology  and 
Psychiatry,  Budapest 

Iceland.  Dr  T.  Helgason,  Department  of  Psychiatry,  University  of  Iceland,  Reykjavik 

Ireland.  Dr  D.  Walsh^,  Director,  Mental  Health  Department,  Medico-Social  Research  Board, 
Dublin 

Italy.  Dr  E.  Mara^,  Director,  Health  Service,  Commune  of  Poggiboni,  Sienna 

Luxembourg.  Mme  C.  Mergen-Kohn^,  Social  Hygiene  Assistant,  Public  Health  Department, 
Luxembourg 

Monaco.  Mr  D.L.  Gastaud^,  Director  of  Health  and  Social  Action,  Ministry  of  State,  Monaco 

Netherlands.  Dr  A.F.W.  Kok^,  Mental  Health  Inspectorate,  Leidschendam; 

Dr  J.  de  Lint,  Foundation  for  the  Scientific  Study  of  Alcohol  and  Drug  Use,  Amsterdam 

Norway.  Dr  OJ.  Skog,  National  Institute  for  Alcohol  Research,  Oslo; 

Dr  O.W.  Steenfeldt-Foss,  Royal  Norwegian  Ministry  of  Health  and  Social  Affairs,  Oslo 

Poland.  Psychoneurological  Institute,  Warsaw:  Professor  1.  Wald,  Chairman,  Expert  Advisory 
Committee  to  the  Permanent  Government  Commission  on  Alcoholism,  Warsaw; 
Department  of  Alcohol  and  Drug  Defence  Studies:  Dr  C.  Godwod  Sikorska^,  Head; 
Dr  Kownacki;  Dr  Morawski;  Dr  Pankowska; 

Dr  A.  Swi^cicki,  Professor  of  Sociology  of  Religions,  Academy  of  Catholic  Theology, 
Warsaw 

Portugal.  Dr  M.L.  Merces  de  Melo^,  Coimbra  Rehabilitation  Centre  for  Alcoholics 
Romania.  Dr  O.  Solomonescu,  Secretary  of  State,  Bucharest 

Spain.  Dr  R.  Enriquez  de  Salamanca^,  Chief,  Alcoholism  Unit,  Ministry  of  Health  and  Social 
Security,  Madrid; 

Dr  J.  Santo-Domingo,  Medical  Director,  Central  Anti-alcoholic  Dispensary,  Madrid 

Sweden.  Mr  J.  Lindbergh,  Deputy  Head  of  Division,  National  Board  of  Health  and  Welfare, 
Stockholm; 

Dr  J.  Ording,  National  Board  of  Health  and  Welfare,  Stockholm; 

Mr  L.  Spjuth,  International  Insurance  Company,  Stockholm; 

Mr  B.  Wennermark,  National  Board  of  Health  and  Welfare,  Stockholm 
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Switzerland.  Swiss  Institute  for  Prevention  of  Alcoholism,  Lausanne:  Mr  D.H.  Jenni,  Assistant 
for  French-speaking  Switzerland;  Dr  R.  Muller,  Head  of  Research;  Mr  M.  Wieser^, 
Director 

Turkey.  Dr  S.  Nejat  Candan^,  Head  of  Psychiatric  Clinic,  Model  Hospital,  Ankara 

United  Kingdom  of  Great  Britain  and  Northern  Ireland.  Professor  G.  Edwards^,  Addiction 
Research  Unit,  Institute  of  Psychiatry,  University  of  London; 

Mr  M.  Grant,  Educational  Director,  Alcohol  Education  Centre,  London; 

Dr  D.A.  Player,  Director,  Scottish  Health  Education  Unit,  Health  Education  Centre, 
Edinburgh; 

Dr  B.  Ritson^,  Consultant  Psychiatrist,  Royal  Edinburgh  Hospital,  Unit  for  the  Treat- 
ment of  Alcoholism,  Edinburgh; 

Dr  A.  Sippert^,  Principal  Medical  Officer,  Department  of  Health  and  Social  Security, 
London 

USSR.  Dr  E.A.  Babajan,  Department  for  Introduction  of  New  Drugs  and  Medical  Technology, 
Ministry  of  Health  of  the  USSR,  Moscow; 

Dr  N.N.  Ivanets,  Moscow; 

Professor  V.K.  Tatocenko,  Head  of  Section,  Institute  of  Paediatrics  of  the  Academy  of 
Medical  Sciences  of  the  USSR,  Moscow 

Yugoslavia.  Dr  B.  Gaac,  Hospital  Psychiatrist,  Belgrade; 

Professor  V.  Hudolin^,  "Dr  Mladen  Stojanovic"  Hospital,  Zagreb 

SOUTH-EAST  ASIAN  REGION 

WHO  Regional  Office.  Dr  J.  Henderson‘S,  Regional  Adviser  for  Mental  Health 

India.  Professor  R.K.  Kapur,  Department  of  Psychiatry,  National  Institute  for  Mental  Health 
and  Neurosciences,  Bangalore; 

Department  of  Social  Welfare,  Ministry  of  Education  and  Social  Welfare,  New  Delhi 
Dr  D.  Mohan^,  Associate  Professor,  Head,  Department  of  Psychiatry,  All  India  Institute 
of  Medical  Sciences,  New  Delhi; 

Dr  S.  Nayar,  President,  All-India  Prohibition  Council,  New  Delhi; 

Dr  G.  Singh'S,  Department  of  Psychiatry,  Rajendra  Medical  College  and  Hospital, 
Patiala; 
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Lanka,  Peradeniya 

Thailand.  Dr  B.  Choetkiertikun,  Chief,  Psychiatric  Service  and  Alcohol  and  Drug  Addicts  Unit, 
Prasart  Neurological  Institute  and  Hospital,  Bangkok; 

Professor  P.  Ratanakom'S,  Drug  Education  and  Prevention  Office,  Bangkok; 

Dr  S.  Plianbangchang,  Director  of  Technical  Services,  Department  of  Medical  Services, 
Ministry  of  Public  Health,  Bangkok 

WESTERN  PACIFIC  REGION 

WHO  Regional  Office.  Dr  M.  Nimb,  Regional  Adviser,  Mental  Health  and  Drug  Dependence 
(until  end  1978) 


268 


Australia.  Dr  D.S.  Bell,  Alanbrook  Clinic,  Mosman,  Sydney; 

Dr  L.  Drew^,  Senior  Medical  Adviser  in  Mental  Health,  Australian  Department  of 
Health,  Canberra; 

Dr  B.  Hetzel,  Chief,  Institute  of  Human  Nutrition,  CSIRO,  Adelaide; 

Dr  G.  Milner,  Director,  Alcoholics  and  Drug  Dependence  Persons  Service  Branch, 
Department  of  Health,  Victoria,  Melbourne; 

Dr  P.  Stolz,  Executive  Director,  Australian  Foundation  on  Alcoholism  and  Drug 
Dependence,  Canberra; 

Mr  R.G.  Thomson,  Secretary,  Standing  Committee  on  Social  Welfare,  Australian 
Senate,  Canberra 

Cook  Islands.  Government  respondent  to  WPRO  questionnaire 

Fiji.  Government  respondent  to  WPRO  questionnaire 

Dr  J.B.  Senilagakali,  Permanent  Secretary  for  Health,  Ministry  of  Health,  Suva 

Guam.  Government  respondent  to  WPRO  questionnaire 

Hong  Kong.  Government  respondent  to  WPRO  questionnaire 

Japan.  Dr  H.  Kono,  Director,  Kurihama  National  Hospital,  Yokosuka-shi; 

Dr  H.  Suwaki,  Department  of  Psychiatry,  Kochi  Medical  School,  Okatoyocho, 
Nangokushi,  Kochi; 

Dr  K.K.  Takenaka,  Department  of  Sociology,  University  of  Tsukuba,  Sakura,  Niihari, 
Ibaraki 

Malaysia.  Government  respondent  to  WPRO  questionnaire 

New  Zealand.  Dr  S.W.P.  Mirams,  Director,  Division  of  Mental  Health,  Department  of  Health, 
Wellington; 

Sir  Leonard  Thornton,  Chairman,  Alcoholic  Liquor  Advisory  Council,  Wellington 

Papua  New  Guinea.  Dr  J.  Conroy,  Director,  Papua  New  Guinea  Institute  of  Applied  Social  and 
Economic  Research,  Boroko 

Philippines.  Ms  A.S.  Cudal,  Chief,  Preventive  Education  and  Community  Information  Division, 
Dangerous  Drugs  Board,  Manila; 

Dr  C.  Cruz,  Chief,  Department  of  Neurology  and  Psychiatry,  J.  Reyes  Memorial 
Hospital,  Manila 

Samoa.  Government  respondent  to  WPRO  questionnaire 
Solomon  Islands.  Government  respondent  to  WPRO  questionnaire 
Tonga.  Government  respondent  to  WPRO  questionnaire 

Non-Government  Organization 

International  Council  on  Alcohol  and  Addictions  (ICAA),  Lausanne:  Mr.  A.  Tongue^,  Director; 
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ANNEX  2 


WHO  PROJECT  ON  PREVENTION  OF 
ALCOHOL-RELATED  PROBLEMS 


August  1978 
Fourth  draft 


OUTLINE  FOR  PROFILE  OF  POLICY  AND  PROGRAMMES  FOR 
PREVENTION  OF  ALCOHOL-RELATED  PROBLEMS  (AT  NATIONAL  OR 

SUB-NATIONAL  LEVEL) 


PART  1.  BACKGROUND  INFORMATION 


1.  General  Description  of  Society 


1.1  Demographic 

Population  size  and  trends:  most  recent  year;  trend  over  e.g.  last  20,  10,  5 years.  Population 
composition:  percentage  male;  percentage  under  15;  percentage  over  65  years  old 

1.2  Social 

Social  composition:  ethnic,  racial,  language  group 
Religion 

Family  structure 
Urbanicity 

Occupation:  agriculture,  industry,  services 
Political:  formal  governmental  administrative  structure 


2.  Role  of  Alcoholic  Beverages 

2.1  Production  and  Trade 

Major  types  and  quantities  of  alcoholic  beverages  produced,  imported  and  exported  in  most  re- 
cent year  (include  estimate  of  unrecorded  production:  home  or  illegal);  trends  in  recent  years 
(e.g.  last  20,  10,  5) 

Source  of  raw  materials  for  production  in  the  area 

Responsibility  for  production:  public  or  private,  scale  of  production,  e.g.  number  of  breweries 
and  distilleries  and  trends  towards  amalgamation 

Percentage  of  employed  population  engaged  in  above  production  and  trade 
Total  annual  revenue  for  alcoholic  beverages  as  percentage  of  total  revenue 
Distribution:  types,  numbers  and  dispersion  of  outlets 
International  context:  economic  agreements 

2.2  Average  Consumption  Levels 

Per  capita  consumption  per  year  of  major  alcoholic  beverages  in  htres,  and  in  terms  of  100% 
ethanol  content,  for  total  population  and  population  aged  15  years  and  over;  effect  on  consump- 
tion level  of  estimates  of  unrecorded  production,  and  of  consumption,  importation  and  exporta- 
tion by  tourists;  trends  in  above  consumption  levels  (in  e.g.  last  20,  10  and  5 years) 
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2.3  Drinking  Patterns^ 

Estimated  distribution  of  consumption:  proportion  of  abstainers  and  heavy  drinkers  in  adult 

population;  beverage  preferences  by  sex  and  age  groups 

Percentage  of  household  budget  expended  on  alcoholic  beverages 

Customary  drinking  occasions  and  settings 

Rhythms  of  drinking  (sporadic  or  regular) 

Customs  promoting  or  restraining  drinking 


3.  Nature  and  Extent  of  Alcohol-related  Problems 

3.1  Morbidity  and  Mortality^  — rates  and  trends,  estimated  role  of  alcohol  consumption 

Cirrhosis  of  the  liver 

Other  physical  complications 

Alcoholism  (refer  to  definitions  employed) 

Alcoholic  psychoses 
Suicide 

Accidents  (traffic,  industrial,  domestic) 

Percentage  of  hospital  admissions  and  beds  devoted  to  above  categories 

3.2  Social  and  Economic  Problems 

Public  disorder,  e.g.  arrests  for  public  drunkenness  and  relation  to  size  of  problem 
Occupation-related  problems,  e.g.  absenteeism,  loss  of  job 
Family  problems 

Cost  to  community  of  dealing  with  problems 


4.  Attitudes  to  Alcohol  Consumption 

General  attitudes  to  alcohol  use;  attitudes  to  heavy  consumption,  drunkenness  and  alcoholism 
(alcohol  dependence):  moral  condemnation,  disease  concept,  public  health  perspective;  com- 
peting concerns:  alcohol  problems  in  relation  to  other  pressing  health  and  social  problems 


PART  II.  PREVENTION  POLICIES  AND  PROGRAMMES 


5.  Mechanisms  for  Establishing  and  Enforcing  Prevention  Policies  and 
Programmes 

General  legislative  provisions 

National  and  local  bodies;  coordination  of  effort 

Public  participation  in  development  of  programmes 


1 Include  information  pertinent  to  particular  socio-demographic  groups,  and  refer  to  trends. 

2 Please  note  whether  data  are  derived  from  regularly  collected  statistics  or  special  surveys 
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6.  Limitation  of  Availability  and  Consumption 
General  policy 

Control  of  production  and  importation 
Control  of  distribution 
Price  regulation  and  control  of  purchase 
Limitation  of  advertising 

7.  Deterrants  to  Alcohol  Consumption  and  Prevention  of  Repercussions  in 
Particular  Circumstances 

7.1  Alcohol  consumption  and  transport  (road,  rail,  air,  sea)  regulations,  enforcement,  etc. 

7.2  Alcohol  consumption  and  occupation:  industrial  programmes  (including  alcohol  in- 
dustries): regulations,  enforcement,  campaigns 

7.3  Alcohol  consumption  and  health 

7.4  Alcohol  consumption  and  family  problems:  detection  of  problems  and  assistance 
through  established  services  and  community  involvement 

8.  Manipulation  of  Environment 

8.1  Provision  of  alternative  drinking  contexts 

8.2  Promotion  of  alternatives  to  drinking 

8.3  Promotion  of  alternatives  to  activities  potentially  dangerous  after  drinking 

8.4  Promotion  of  group  involvement  in  controls  and  changing  customs 

9.  Information,  Education  and  Training 

9.1  Mechanisms  for  establishing  and  implementing  relevant  policies  and  programmes 

9.2  Public  information,  education  and  motivation 

9.3  School  programmes 

9.4  Professional  and  other  training  programmes 

10.  Assessment  and  Research 

10.1  Mechanisms  (including  promoting  of  research)  for  ensuring  assessment  of  policies, 

programmes  and  measures,  and  feedback  of  findings 

11.  References  and  Select  Bibliography 
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